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Abstract

Adoption has become a growing area of research. While much of the existing research focuses
on the adoptees and their adoptive parents, this study aimed to focus on the first mothers/birth
mothers and their life experiences related to placing an infant, or infants, for adoption. The aim
of this study was to determine areas for future clinical focus and support program development
throughout the adoption process. The study worked toward this goal by considering the
availability and impact of perceptions of social support on the psychological stress and growth of
first mothers/birth mothers post-adoption and sought to: (a) determine the strength of the
relationship between a first mother’s/birth mother’s perceptions of social support throughout the
adoption process and her long-term psychological wellbeing; and (b) delineate the social
supports that first mothers/birth mothers have access to and utilize throughout the adoption
process. The study utilized data collected from two samples of first mothers/birth mothers via an
online survey. Ongoing feedback about the survey was encouraged via a qualitative question
within the survey and an open stance toward email communication from participants. Ongoing
feedback obtained from participants in the first sample (N = 162) informed wording changes that
were meant to clarify the terms used in and the intent of some questions that were found to be
confusing or inaccurate in some way. Upon reposting the survey, another 86 first mothers/birth
mothers took part in the study. These responses were treated as a second sample. All data, even
when incomplete, were utilized in the analysis. The findings about the impact of perceptions of
social support on later psychological stress and growth were variable between samples and social
support levels within each sample.
Keywords: birth mothers, first mothers, placement for adoption, social support, posttraumatic
stress, posttraumatic growth, mental health care, medical care, online support, spiritual support
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First Mothers/Birth Mothers: Social Support and Long-Term Psychological Stress and Growth
While adoption has become a growing area of research in recent decades, quantitative
studies focused on the experiences of first mothers/birth mothers are greatly lacking in the
literature. This study aimed to use a combination of quantitative measures and qualitative
feedback from participants to highlight the ways in which perceptions of social support impacted
the posttraumatic stress and posttraumatic growth responses of first mothers/birth mothers
subsequent to the relinquishment of their infants to adoption.
Initial Note on the Language Surrounding Adoption
Language is the medium by which people construct and convey meaning to one another
about what is “real and good” within their lived experiences (Gergen, 2009, p. 33; Kamya,
2007). Within society, the language that is used to describe someone or something can be viewed
as an accurate or an inaccurate representation of the person, item, or topic in question. Language
based representations that are widely accepted as accurate become the basis upon which people
speak of one another and create social representations of one another (Gergen, 2009). While
these representations that are considered to be “accurate” may not align with one’s preferred
view of oneself, efforts that are made by the individual to be free from language altogether can
result in disorder and a loss of all meaning (Gergen, 2009). Therefore, access, or lack thereof, to
language and the power to influence the terminology that is used to describe oneself and one’s
lived experiences can be used as a vehicle to facilitate the telling of dominant or alternate stories
within a given community or society at large (Kamya, 2007). This study worked to further the
social justice based ideal that each person should be given the opportunity to be referred to by a
title they find accurate by honoring feedback from participants who indicated that they preferred
titles other than those used in the original version of the survey and by making appropriate
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amendments to the survey and all subsequent documentation. Similar attention was paid to
participant feedback about the terms that were used to describe the adoption process, and
appropriate changes were made to the survey and subsequent documentation as issues arose.
In light of the impact of language noted above, the choices of and rationale for the
terminology used throughout this document are described here in order to provide the reader with
the context to understand the intended meaning behind these terms. For this study, the term “first
mother/birth mother” is used to refer to a woman whose biological infant has been adopted. The
terms “placed” and “relinquished” are used to refer to the action of adoption of that biological
infant. It is understood that there is disagreement within the first mother/birth mother community
about what term is most appropriate to describe their role within the adoption community and
that some women prefer to be called “first mother,” “natural mother,” or simply “mother.” In an
effort to be respectful of the wishes of participants to be called by a preferred title and to make
the subject of the study widely recognizable by professionals in fields related to adoption and the
repercussions thereof, the term “first mother/birth mother” is used to introduce the study and the
term “first mother” is used for the remainder of the document. It is also understood that some
prefer to describe the act of adoption as “relinquishment,” “given up,” or “made an adoption
plan.” The terms “placed” and “relinquished” are used throughout the document because they are
the most widely used and agreed upon terms for describing the act of adoption within the
professional literature. The terms placed and relinquished are not meant to carry any
preconceptions about the absence or presence of force or coercion around the act of adoption.
Adoption Statistics
According to the Evan B. Donaldson Adoption Institute (2007), between 13,000 and
14,000 babies are placed for adoption each year in the United States. According to the 2010
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United States Census, 2.3% of all children under 18 years of age were adopted (U.S. Department
of Commerce, 2014). With the placement of each infant for adoption, yet another woman
becomes a “birth mother,” or “first mother.” Exact statistics about adoptions, first mothers, and
adoption practices are difficult to obtain due to a lack of “consistent and comprehensive data
keeping procedures” on federal, state, and agency levels (Stolley, 1993; Zamostny, O’Brien,
O’Leary Wiley, & Baden, 2003, p. 657). Large-scale federal data collection procedures focusing
on adoptions were discontinued in 1975, and, currently, many state statistics are submitted on a
voluntary basis only, which leads to gaps in data about adoptions and the participants in such
practices (Stolley, 1993; Zamostny et al., 2003).
Why Study Adoption Through the Lens of the Experiences of First Mothers?
First mothers have had the unique experience of creating and giving birth to their infants
but then relinquishing their rights as parents. Most tend to go unnoticed by the society at large
because they have been intentionally hidden by others or they have intentionally hidden their
identities out of fear that others will not understand their experiences and will be judgmental in
some way (Winkler, Brown, van Keppel, & Blanchard, 1988).
The life events of first mothers are simultaneously qualitatively similar to and different
from those experienced by their adoptive and traditional mother counterparts. As one first mother
who participated in the study aptly stated, “We are not considered mothers by society, but our
bodies resemble mother, and our hearts are filled with love for our child like a mother.” A
second highlighted, “Underneath every positive experience underlies a more realistic one. And
therein lies the emotional contradictions that envelope all my experiences as a birth mother.” Yet
another participant noted, “It is a very confusing feeling, loving someone you don’t really
know.” First mothers’ unique experiences warrant further research to determine the presence and
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quality of social support that is offered to help them navigate their lives after the experience of
placing a child for adoption.
How Are First Mothers Similar to and Different from Other Mothers?
The reality of adoption means that the birth parents do not have the role of "parent.” It
does not mean that they do not have the role of caring, and thinking about the child, and
maybe even wishing things had been different. (Pavao, 2005, p. 20)
The decision to place an infant for adoption is quite complex and made increasingly complex in
situations where the first mother feels forced or coerced into placing the infant for adoption. First
mothers go through all the physical and emotional changes inherent in pregnancy (Cunningham,
MacDonald, & Gant, 1989; Edelstein et al., 2014), which can result in gynecological and
psychological difficulties postpartum (Gjerdigen, Froberg, & Wilson, 1986; Gruis, 1977;
Harrison & Hicks, 1983). Studies have shown that 1 in 9 women who give birth will experience
postpartum depression (PPD), with younger and less educated women who have experienced
three or more stressful life events in the year prior to giving birth being more prone to symptoms
of PPD (Ko, Rockhill, Tong, Morrow, & Farr, 2017). Some evidence suggests that upon being
separated from one another, mothers and infants may experience a “deep primal wound,” which
can manifest in post-traumatic stress disorder symptoms (Soll, 2000, p. 7). In this fashion, the
relinquishing first mother may experience the same feelings of anger, depression, anxiety, guilt,
and grief that the mother who has had a child die at birth may feel with no child in her physical
world after the birthing process (Christiansen, Elklit, & Olff, 2013). Despite these similarities to
other mothers, relinquishing first mothers may face the unique challenges of not retaining their
right to parent, and knowing that their infants are alive somewhere being raised by someone else.
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Double loss. For some first mothers, the time of placing an infant with an adoptive
family is one of a “double loss,” in which the placement of the infant for adoption is
accompanied by the dissolution of the relationship between the first parents due to a myriad of
factors including perhaps the anger and blame that each feels towards the other (Newton Verrier,
1993, p. 157). The secrecy that typically surrounds births that result in adoption may also place
additional stress on the relationships between the first mother and her extended family as they all
quietly process the grief and guilt that accompanies the loss of a family member (Newton
Verrier, 1993). As one participant noted, “I have lost lots of friends and family. I have also
gained family and friends. I know I can live without anybody if I can live not being her mother. I
miss my daughter.” Due to all of the circumstances first mothers experience within the birthing
and placement process, it is important for psychologists to be informed about the uniquely
complex ways in which a first mother may be impacted.
The “Unseen” Members in the Adoptive Triad and Society
For decades, the experiences of first mothers have been largely shrouded in secrecy due
to the social norms that have dictated that an infant born out of wedlock is in some way
illegitimate and that such a birth brings shame to the parents and their families (Winkler et al.,
1988). In some cases, first mothers have been hidden in maternity homes to undergo their
pregnancies away from their friends and families, to have their infants in secret and return home
as if nothing ever happened (Evan B. Donaldson Adoption Institute, 2007). While the practice of
first mothers going to a maternity home has become less common in recent decades as society
has become more accepting of children born to single parents, a simple Internet search for
maternity homes results in a number of websites promoting such homes that are still active today
(Evan B. Donaldson Adoption Institute, 2007). In some cases, first mothers have been coerced

FIRST MOTHERS/BIRTH MOTHERS

8

into relinquishing custody of their infants due to not being married and/or being financially
unstable, and, in many cases, the first fathers have not been informed of the impending birth,
thus removing the option of parenting from both first parents (Pertman, 2011). First mothers who
have been placed in these sorts of conditions have tended to develop feelings of helplessness and
depression, especially when they have felt that placing their infants for adoption would have
potentially long-lasting and far-reaching effects on themselves, their families, and the
relinquished infant (Brodzinsky, 1990).
Over time, the face of adoption has changed somewhat as the sociopolitical structures
that regulate the adoptive process have morphed and shifted. While informal adoptions have
taken place for just about as long as humans have existed as a species, the formal legal practice
of adoption in the United States did not begin until the 1850s in Massachusetts out of a need to
care for homeless orphans and ensure inheritance rights to such family members (Hollinger,
1996; Sokoloff, 1993; Zamostny et al., 2003). The practice of sealing adoption records began in
Minnesota in 1917, which led to the standard practice of sealing all adoption records and the
following of closed adoption procedures throughout the country (Zamostny et al., 2003). Then,
in the 1970s, first mothers and adoptees alike began to protest secrecy laws and demand
information about one another (Zamostny et al. 2003). By the 1980s, the level of openness in
adoption practices had increased greatly (Zamostny et al., 2003). Continuing this trend to date,
more first parents are opting for some form of open adoption than ever before (Evan B.
Donaldson Adoption Institute, 2007). Despite these changes in openness in adoption, there are no
laws or statutes to ensure that first parents are able to retain the agreed upon level of contact with
their infant. First parents must rely on the word of the adoptive parents to maintain the agreed
upon level of contact within the adoption relationship. The relationships that first mothers who
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participated in this study have had with the adoptive parents of their infants have ranged from,
“Things [were] agreed upon before the child [was] placed, and, then, not followed through once
they [had] the child. Not only am I suffering by not being allowed to be a part of my son’s life,
but my kids that went through pregnancy with me [are] as well,” to “I am very blessed to have an
amazing adoption experience. The adoptive family is like an extension of my own.”
On a societal scale, those who relinquish custody of their children as infants have
received mixed reactions from others. While it has been argued that, today, the level of stigma
attached to being a first mother has decreased (Evan B. Donaldson Adoption Institute, 2007),
first mothers continue to be viewed more negatively and have been the beneficiaries of fewer
reforms than other members of the adoption community (Baumann, 1999; Pertman, 2011). One
participant from the current study also noted, “When adoption is discussed in the media, the birth
mother is typically completely left out of the equation/topic. There is a great feeling of being
‘forgotten’ that leads to severe loneliness and isolated loss.” It is time to move beyond the days
of ignoring first mothers and their experiences and away from the stereotypes of first mothers as
“stalkers wanting to reconnect [with their children] at any cost” or “victims who want to remain
anonymous” (Pertman, 2011, p. 143). It is time to explore the nuances of the experience of being
a struggling expectant mother who may be considering adoption in order to move toward more
effectively meeting the needs of these women prior to pursuing adoption and supporting them
during and after the adoption process if they move down such a path.
First mothers have frequently been placed in a “double bind” because they are
discouraged from raising their infants as their own or having continued contact with their infants
after placement in an adoptive home, while also being portrayed by society as “unfeeling and
abandoning” for taking a distanced position from their infants (Baumann, 1999; Newton Verrier,
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1993, p.156). Due to this difficult positioning, first mothers may feel isolated and unable to share
their emotional struggles related to the loss of their infants with trusted others in their lives (Soll,
2000). Many have intentionally or inadvertently denied their status as first mothers or dismissed
their adoption experiences as being insignificant to their overall sense of wellbeing because of
the assumption that they should be able to “just move on” (Soll, 2000). The arcane and
inconsistent regulations surrounding existing adoptions, especially those prior to the 1980s,
continue to complicate and block the information conduits for many members of the adoption
community (Pavao, 2005). This lack of information only adds to the feelings of secrecy and
isolation for all those involved in adoption (Pavao, 2005).
What Is Still Unknown About First Mothers?
While researchers know that adoption emotionally effects first mothers on a long-term
basis (Henney, Ayers-Lopez, McRoy, & Grotevant, 2007; Soll, 2000), little is known about the
extent to which the perceived presence or absence of various informal and formal social supports
may aide or deter a first mother’s coping post-relinquishment of an infant. Given this gap in the
literature about first mothers, the current study was designed to look at the relationship between
their perceptions of social support and their subsequent long-term psychological outcomes
post-placement.
Focus of the Study
The primary focus of the study was to determine the strength of the relationship between
first mothers' perceptions of social support throughout the adoption process and measures of their
long-term psychological wellbeing. The secondary focus of the study was to delineate the social
supports that first mothers have had access to and have utilized at various points in the adoption
process.
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Overview of the Literature on First Mothers and Adoption Policy
First Mothers and Loss
Due to their unique positioning within society and the adoptive community, relinquishing
first mothers go through a normal grief reaction that can, in some situations, persist over time
and lead to chronic unresolved grief, which may place first mothers at a higher risk for long-term
physical, psychological, and social difficulties (Askren & Bloom, 1999). Furthermore, De
Simone (1996) found that various experiences, such as the perception of coercion in deciding to
place the child for adoption, feeling guilty and shameful about the decision, and lacking the
opportunity to discuss one’s feelings related to relinquishment, can contribute to feelings of
unresolved grief for first mothers during the postpartum and post-adoption processes. Lancette
and McClure (1992) have also expanded the understanding of the sense of loss felt by first
mothers to include the loss of dreams and fantasies about their family and future. De Simone
found that a sense of satisfaction about current marital status and household composition,
feelings of accomplishment in other areas of life, receiving information about the development of
the relinquished child, and a successful reunion experience were all moderating variables for first
mothers’ feelings of grief over time.
Adoption type and post-placement adjustment. Since the revolution of openness in
adoptions began in the 1970s, there has been ongoing debate over what adoption structure is
most conducive to post-placement adjustment for all members of the adoptive triad. Early
literature on the subject warned that first mothers would not be able to adequately grieve the loss
of their child due to the continued presence of the child in their lives (Kraft, Palombro, Woods,
Mitchell, & Schmidt, 1985). This position was supported by a study by Blanton and Deschner
(1990) in which a positive correlation between openness in adoption and higher levels of grief
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and adjustment difficulties for first mothers were present. This study included only 18 first
mothers in open adoptions, and defined “open” simply as meeting the adoptive parents at the
time of placement but not having ongoing contact with the child, therefore the findings should be
considered with some caution. In contrast, a number of other studies have shown that open
adoptions have been correlated with increased levels of appropriate grieving, decision-making,
growth promotion, and post-placement adjustment in first mothers (Chapman, Dorner, Silber, &
Winterberg, 1986; Ge et al., 2008). Open adoptions have also been correlated with higher levels
of first mother grief resolution than either confidential or time-limited mediated adoption
arrangements (Christian, McRoy, Grotevant, & Bryant, 1997).
It has been argued that the feelings of grief and loss that are felt by the first mother are
mediated by her relationship with the adoptive parents when they partake in a fully disclosed
relationship with one another (Silber & Dorner, 1990). Interestingly, Ge et al. (2008) found that
openness in adoption arrangements was also positively correlated with level of satisfaction with
the whole adoption process and post-adoption emotional adjustment for first fathers.
Henney et al. (2007) warned about over-generalizing increasing levels of openness in the
adoption process with higher levels of adjustment for all first mothers. Their long-term findings
about level of first mother grief between 12 and 20 years post-placement showed no significant
differences in global grief amongst the categories of openness. Therefore, they posited that the
right amount of openness can change over time depending on the current needs of the first
mother and that the first mother never forgets about the infant who was placed for adoption. One
participant of the current study described it as there always being a “missing piece to a puzzle.”
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Conceptual Frameworks for the Study
The study was founded in the conceptual frameworks of social support theory (Lakey &
Cassady, 1990; Lakey & Cohen, 2000; Lakey, Ross, Butler, & Bentley, 1996; Sarason, Sarason,
& Pierce, 1990), stress response research (Frankl, 1963; Lazarus, 1966; Lazarus & Folkman,
1984; Taylor, 1983; Updegraff & Taylor, 2000), and posttraumatic growth theory (Calhoun &
Tedeschi, 1998, 2004, 2006; Sawyer & Ayers, 2009; Tedeschi & Calhoun, 1996, 2004). Taken
together, elements of these frameworks were used to ground the study in the internal
mechanisms that impact a person’s short-term and long-term responses to stressful situations,
such as when an expectant mother experiences the adoption of her infant. These frameworks
were also utilized to highlight the ways in which external social systems can further influence
these responses through social norms and preventative services.
Social Support Theory
Social support as a term has been used to delineate ways in which interpersonal
relationships provide a buffer against a stressful environment for the individual (Cohen &
McKay, 1984). Presently, three major models of how social support impacts a person’s overall
wellbeing and health exist. The first, referred to as the stress and coping model, holds that social
support increases an individual’s health by acting as a protective buffer against stress (Lakey &
Cohen, 2000). This model states that social support acts to increase an individual’s wellbeing by
both enhancing coping performance through supportive actions and reducing the sense of threat
in stressful circumstances via perceived availability of support (Lakey & Cohen, 2000). This
model of social support is based upon the stress and coping research of Lazarus (1966) and
Lazarus & Folkman (1984).
The second model about the impact of social support, called the social constructionist
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model, posits that social support increases a person’s sense of self-esteem, capacity for
self-regulation, and sense of identity, which results in better overall health outcomes (Lakey &
Cohen, 2000). The social cognitionist form of this model holds that a person’s perceptions of
support from others in his or her life are shaped by his or her pre-conceived beliefs about others’
personalities and likeliness to provide support rather than the actual level of support they provide
(Lakey et al., 1996). Therefore, the central focus of the social cognition version of this model is
the individual’s perceptions of support. The main tenet of the social cognition model states that
negative thoughts about interpersonal experiences lead to higher levels of emotional distress
rooted in negative perceptions of one’s self for not being socially adept (Baldwin & Holmes,
1987; Barrera & Li, 1996; Lakey & Cassady, 1990; Rowlinson & Felner, 1988; Sarason et al.,
1990). The social cognition view of social support is built upon the various cognitive models of
emotional disorders (e.g., Beck, Rush, Shaw, & Emery, 1979). Similarly, the symbolic
interactionist take on this model posits that the regularity of interaction with others maintains a
person’s wellbeing (Stryker, 1980; Thoits, 1985). This model puts forth the idea that a person’s
social environment provides a context for meaning making and self-regulation through
reinforcement of social norms and rules (Mead, 1934) and for identity formation through the
roles that one creates and occupies (Lakey & Cohen, 2000).
The third model of the mechanisms of social support, named the relationship perspective,
hypothesizes that the effects of social support on health outcomes cannot be distinguished from
the total impact of the relational context in which the support occurs (Lakey & Cohen, 2000).
Through the interactions with others on a day to day basis, the individual is offered such
interpersonal benefits as companionship, intimacy, low conflict, and attachment, which lead to
more positive appraisals of one’s self and one’s life circumstances (Bartholomew, Cobb, &
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Poole, 1997; Lakey, Tardiff, & Drew, 1994; Sarason et al., 1990). Another iteration of the
relational model of social support holds that secure relationships may also fulfill a primary
evolutionary need to be a part of a social system that provides protection from isolation,
starvation, and attacks by other creatures (Baumeister & Leary, 1995; Bowlby, 1969; Leary &
Downs, 1995).
The Impact of Stressful Life Events: Stress Response Research
Placing a child for adoption brings with it a number of physiological and psychological
changes that can be considered to be stressful for the relinquishing birth parent in both the
short-term pre- and peri-adoption and the long-term post-adoption phases. Research on the
impact of stressful life events has shown that such experiences can place individuals at risk for
anxious, depressive, and post-traumatic stress reactions and/or can serve as “[catalysts] for
positive change, a chance to reexamine life priorities or develop ties with friends and family”
(Updegraff & Taylor, 2000, p. 3). However, early stress responses do not necessarily predict
long-term suffering. For example, studies have shown that between 30% and 90% of people who
experience stressful life events report subsequent positive changes (Dhopper, 1983; Sawyer &
Ayers, 2009; Taylor, 1983). It is posited that these growth reactions arise out of the person’s
ability to make meaning out of the experience (Benner, Roskies, & Lazarus, 1980; Frankl, 1963;
Silver, Boon, & Stones, 1983) and to discuss the event and their reactions to it with others
(Coates & Wortman, 1980; Coates, Wortman, & Abbey, 1979; Dunkel-Schetter & Wortman,
1981, 1982). In a similar vein, studies have found that stressful life events that occurred in an
environment with high levels of social support were more likely to positively impact mood and
lead to psychological growth (Caspi, Bolger, & Eckenrode, 1987; Park, Cohen, & Murch, 1996).
Conversely, stressful life events that are perceived to be extremely severe and unmanageable, in
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the absence of social support, have been found to be deterrents to psychological wellbeing
(Carver, 1998; Kendler, Karkowski, & Prescott, 1998; Yehuda, Southwick, & Giller, 1992).
Posttraumatic Growth Theory
Posttraumatic growth theory extends from the ancient theme of “growth from the struggle
with suffering and crisis” which has been present in many human cultures over time, including
Buddhism, Christianity, Judaism, Islam, and Ancient Greece (Calhoun & Tedeschi, 2006, p. 3).
Posttraumatic growth theory posits that while suffering and crises tend to produce negative
consequences, they can also, at the same time, produce positive psychological changes for many
people in instances when a “significant degree of threat to the preexisting assumptive world” is
present (Calhoun & Tedeschi, 1998, 2004, 2006, p. 9; Janoff-Bulman, 2006; Tedeschi &
Calhoun, 1995, 2004). These positive psychological changes typically come in the forms of
“changes in the perceptions of self, changes in the experiences of relationships with others, and
changes in one’s general philosophy of life” (Calhoun & Tedeschi, 2006, p. 5; Tedeschi &
Calhoun, 1995).
The deeper meaning that is obtained through posttraumatic growth by the individual has
been posited to come from one’s deliberate attempts to reflect and ruminate upon how to
incorporate the possible existence of the traumatic event that was experienced into one’s
preexisting social schemas and personal narratives (Calhoun & Tedeschi, 2006). The meaning
that one gains through posttraumatic growth can be shaped by both proximate and distal cultural
influences (Bronfenbrenner, 1979; Calhoun, Cann, & Tedeschi, 2010; Calhoun & Tedeschi,
2004). Proximate influences come in the form of a person’s interactions with real people in their
day-to-day lives, while distal influences stem from broad sociocultural elements that are
transmitted at a distance from the individual (Calhoun et al., 2010; Calhoun & Tedeschi, 2004).
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It is important to note that the presence of a posttraumatic growth response to a stressful
event does not necessarily mean that the individual who experienced the event has less suffering
or a greater sense of wellbeing as a result (Calhoun & Tedeschi, 2006). While the presence of a
posttraumatic growth response may mean that one has gained a deeper and more nuanced
understanding of one’s experience with stress or trauma, it may also bring with it greater feelings
of pain (Calhoun & Tedeschi, 2006).
A meta analysis of 103 studies on posttraumatic growth showed that growth responses
subsequent to a traumatic event were strongly correlated with religious coping and positive
reappraisal coping and moderately correlated to social support, seeking social support coping,
spirituality, and optimism (Prati & Pietrantoni, 2009). As Tedeschi and Calhoun (2004) stated,
“supportive others can aid in posttraumatic growth by providing a way to craft narratives about
the changes that have occurred, and by offering perspectives that can be integrated into schema
change” (p. 8).
The core concepts and findings of social support theory, stress response research, and
posttraumatic growth theory highlight the interactions amongst one’s responses to stressful life
events; one’s relationships with self, others, and life; and one’s emotional long-term wellbeing.
During pregnancy, expectant mothers face some difficult life transitions, especially when they
are unsure of whether or not they will be able to keep their infants. These women must manage
all of the external sources of information about whether or not to relinquish custody of their
infants to adoption and all of the internal emotions about following through with their decisions
to do so. Given these stressful circumstances, the expectant mother may rely upon and/or
question a number of existing social supports based on the responses of others to the expectant
mother’s decisions about what is best for her and the unborn infant. Consequently, the questions
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for the expectant mother become, “To whom can I turn for support in this process?,” and “Will
he or she continue to be available to me in the ways that he or she has in the past during this
particular experience of placing an infant for adoption?” As one participant noted, “Some people
just flat out don’t understand. And some people that I assume won’t, do understand,” and as
another stated, “At the time of placement it was hard to find people you could confide in.
Especially to find people who wouldn’t judge or try to change your mind.”
Research Questions of the Current Study
The study sought to address the following research questions:
1.   Did first mothers’ perceptions of social support throughout the adoption process predict
long-term psychological stress and growth outcomes?
a.   Did the timing, quality, and type of the perceived social support impact
psychological stress and growth over time?
b.   Did the first mothers’ age, race/ethnicity, religion, education level, and/or income
level impact the relationship between perceptions of social support and long-term
psychological outcomes? Similarly, did the eras and/or the settings in which the
adoptions took place have an impact on this relationship? Also, did the level of
contact within the adoption arrangement impact this relationship?
2.   What formal prevention based wellness services were first mothers likely to utilize
throughout the adoption process if they were made available?
Study Methods
Participants
Only women who had relinquished custody of an infant to adoption were eligible to
participate. Furthermore, only those first mothers who were 18 years of age or older at the time

FIRST MOTHERS/BIRTH MOTHERS

19

of participation in the study were eligible. This means that if a first mother was younger than 18
years of age at the time of placement of her infant for adoption and she was at least 18 years of
age at the time of participation in the study, she was eligible to participate. In order to reduce the
number of confounding factors on the study, those mothers who had an infant or child forcibly
placed for adoption by court order were excluded from participating in the study.
Recruitment and Selection
Purposeful sampling procedures were utilized for this study because only a narrow and
difficult to identify portion of the general population was sought for participation. In particular, a
combination of maximum-variation and intensity sampling methods was used to identify
multiple diverse online sites where first mothers were strongly represented (Mertens, 2010). To
reach as many participants as possible, snowball sampling was also utilized. This method
involved asking participants and other psychological researchers to share the link for the study
with other potential sites to gather more participants (Mertens, 2010).
First mothers were recruited through a combination of research Listservs, psychological
research websites, online support groups, online forums, and social media sites that focus on
members of the adoption community in general and first parents in particular. Requests to share
the link for the study were disseminated through: my departmental Listserv, Psychological
Research on the Net sponsored by Hanover College Psychology Department, my personal
Facebook page, Birth Moms Today Facebook page, Birth Mother Baskets Facebook page, Birth
mother First mother Facebook page, Mothers of Loss to Adoption Facebook page, Birth Mother
First Mother forum, the adoption forum on Reddit, and On Your Feet Foundation of California
webpage. The administrator of each of the listservs, research sites, online forums, and social
media pages was contacted, and a request was made for the administrator of the group or site to
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share a link to the online survey with the members of their communities (see Appendix A for
recruitment email). A link to the study was also placed at the end of the study for first mothers to
share openly on social media pages if they wished in order to expand the potential network of
eligible and interested participants.
Data Collection
Participants in the study were asked to complete a 55-question Internet-based survey
through the website SurveyMonkey™. Prior to beginning the formal survey, a page appeared
that requested that the potential participants certify that they were 18 years of age or older, that
the infant was placed for adoption at the time of his or her birth, and that the infant was not
forcibly placed for adoption by court order (see Appendix B for Informed Consent). The survey
included a combination of questions related to the adoption arrangement, the motives that led to
the infant being placed for adoption, the mother’s perceptions of social support, and her
psychological growth.
Demographic questions elicited data about the first mother at the time of placement, the
adoption agreement as it was implemented at the time of placement, and the current level of
contact with the adoptive family and adoptee (see Appendices C and D for Demographic
Information and About the Adoption Questionnaire, respectively). First mothers answered
questions developed for this study to assess for their perceptions of availability and quality of
social support they received from various formal and informal sources throughout their adoption
processes (see Appendix E for Support and Resource Questionnaire). The Impact of Event Scale
(IES; Horowitz, Wilner, & Alvarez, 1979) and the Posttraumatic Growth Inventory (PTGI;
Tedeschi & Calhoun, 1996) were utilized, respectively, to assess the first mothers’ negative and
positive psychological responses to placing an infant for adoption (see Appendices F and G,
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respectively). While demographic questions were in the form of fill in the blank or multiple
choice and considered to be categorically based data, support and wellness questions were all
continuously measured on Likert scales. It was decided that all data, even when incomplete,
would be retained for later inclusion in the data analysis.
Participants were given the opportunity to win one of ten $20 gift cards by choosing to
send a separate and blank email to the researcher at the end of the survey with subject line Gift
Card. The winners of the drawing were chosen at random through a random number generator.
Measures and Instrumentation
Demographic and About the Adoption Questionnaires (AAQ; Appendices C and D,
respectively). These questionnaires were a standard set of questions meant to collect information
about the participant at the time of placing her infant for adoption (7 items) and about the
adoption arrangement (6 items). The demographic questionnaire asked for information related to
the first mother’s age, race/ethnicity, religious affiliation, socioeconomic status (SES), education
level, and living setting. Furthermore, the About the Adoption questionnaire contained items
related to the reasons for placing the infant for adoption, the adoption arrangement, and the first
mother’s satisfaction with these arrangements over time.
Support and Resource Questionnaire (SRQ; Appendix E). This 6-item self-report
questionnaire was specifically developed for this study. The first five responses were in the form
of check boxes or check dots and the final question was an optional open-ended question. The
initial five questions addressed what informal and formal social supports first mothers perceived
to be available throughout the adoption process. The questions further addressed when formal
supports were available to first mothers during their adoption processes and how likely they
would have been to utilize other formal supports had they been available to them (i.e., “Please
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mark all of the times that each service was available to you” and “For the services that were not
available to you, how likely would you be to use them if they were offered to you?”). While the
final question was intended to allow the first mothers to say anything else about being a first
mother that they would like to share, some participants also used the space as an avenue for
feedback about the survey and the survey taking experience.
Response value assignment. In order to develop a total perceived social support scale
and perceived social support subscales related to the timing and type of social support, it was
necessary to assign values to each response for questions 1(Q1) and 2 (Q2) on the SRQ.
Similarly, in order to develop frequency tables for use and likelihood of use of formal social
supports, it was necessary to assign values to each response for questions 4 (Q4) and 5 (Q5) of
the Social SRQ. The values being assigned to question responses can be found in Table 1 below.
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Table 1
SRQ Response Values Sorted According to Question
Question
1/2

4/5

Response
Very Unsupportive

Value
-2

Unsupportive

-1

Neither Supportive
Nor Unsupportive

0

Supportive

1

Very Supportive

2

N/A

99 (dummy)

Unavailable/
Available

99 (dummy)

Unused/ Unlikely

0

Somewhat Used/
Somewhat Likely

1

Used Regularly/
Likely

2

Used Often/
Very Likely

3

Perceived social support scores and subscores. The responses to Q1 and Q2 were
utilized to develop a total social support score, and two types of social support subscores, one for
the timing of the support throughout the adoption and another for the form of the support. In
order to develop meaningful support scores and subscores, the responses to Q1 and Q2 were
assigned values as denoted in Table 1. All dummy codes for “N/A” responses were removed
prior to calculation of these scores. Then, the total perceived social support score and the two
types of perceived support subscores were calculated by the following equations:
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Perceived Social Support Time 1 (SST1) = Sum of all responses to Q1
Perceived Social Support Time 2 (SST2) = Sum of all responses to Q2
Total Perceived Social Support Across Time (SSTT) = SST1 + SST2

Total Perceived Informal Social Support Across Time (SSIT) = Sum of responses for
birth father, friends, family members, birth father’s parents, and other trusted persons
across Time 1 and Time 2
Total Perceived Formal Social Support Across Time (SSFT) = Sum of responses for
social worker/agency, mental health care provider, health care provider, and
religious/spiritual care providers across Time 1 and Time 2

Cutoff scores and meanings of score groupings. Cutoffs were developed in order to
provide some meaning to the perceived support scores that would be obtained by participants.
All cutoff scores for the total perceived social support score and all of the perceived social
support subscores can be found in Table 2.

24
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Table 2
Possible Score Ranges and Cutoff Scores by Perceived Social Support Scale and Subscale
Cutoff Scores and Meaning
Scale/
Range of
Moderately to Very
Mildly
Subscale Possible Scores
Unsupported
Unsupported
SSTT
-48 to 48
-11+
-10 to 0
SSIT
-32 to 32
-11+
-10 to 0
SSFT
-16 to 16
-9+
-8 to 0
SST1
-24 to 24
-6+
-5 to 0
SST2
-24 to 24
-6+
-5 to 0

Mildly
Supported
1 to 10
1 to 10
1 to 8
1 to 5
1 to 5

Moderately to Very
Supported
11+
11+
9+
6+
6+

Impact of Event Scale (IES; Appendix F). The IES was developed by Horowitz et al.
(1979) as a 15-item self-report measure of symptoms of intrusion and avoidance after
experiencing a stressful event. The instructions ask that the respondent consider their symptoms
over the past 7 days and answer all questions on a 4-point Likert scale. Possible scores on this
measure range from 0 to 75. Given the measure’s general directions that are intended to be
altered to reflect the particular type of event, the instructions were focused on soliciting
responses to the experience of placing an infant for adoption. The measure included two
subscales, Intrusion and Avoidance, which have shown Chronbach’s alpha values of .82 and .79,
respectively (Horowitz et al., 1979). Furthermore, the correlation between subscales was found
to be .42, which is indicative of two covariant subscales that remain sufficiently discrete from
one another to measure two distinct phenomena (Horowitz et al., 1979). The measure has also
been shown to have good generalizability across various populations with a Spearman rank order
of .86 (p <.001) between scores drawn from clinical and non-clinical populations (Zilberg,
Weiss, & Horowitz, 1982). The suggested cutoff score to indicate moderate to severe impact of
an event is 26. While this measure is older, it was chosen for its ability to broadly measure a
person’s psychological response to stress and generalize across many populations rather than as a
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diagnostic tool.
Posttraumatic Growth Inventory (PTGI; Appendix G). The PTGI is a 21-item
measure that assesses a person’s experiences of positive changes after having experienced a
traumatic event (Tedeschi & Calhoun, 1996). Given the measure’s general directions that are
intended to be altered to reflect the particular type of traumatic event being researched, the
instructions were focused on soliciting responses to the experience of placing an infant for
adoption. The measure contains five subscales, including New Possibilities (5 items), Relating to
Others (7 items), Personal Strength (4 items), Spiritual Change (2 items), and Appreciation of
Life (3 items). All questions are answered on a 6-point Likert scale. Participants were instructed
to complete the questionnaire keeping in mind their emotional responses to placing an infant for
adoption. Possible scores on this measure range from 0 to 105. The internal consistency of the
PTGI was found using a Chronbach’s alpha and found to be .90 overall (Tedeschi & Calhoun,
1996). Similarly, the construct validity was determined to have a Chronbach’s alpha value of .94
(Tedeschi & Calhoun, 1996). Due to a philosophy that all growth is beneficial, a set cutoff score
for the presence of growth was not established for the PTGI (Tedeschi & Calhoun, 1996).
Participant Feedback Mechanisms and Methods
Throughout the data collection process, participants were invited to provide feedback
about their experiences with the survey. Participants were able to provide feedback in two ways:
(a) through the optional open-ended question included in the support and resource section of the
questionnaire; and (b) by emailing me directly at the address that was provided at the beginning
and end of the survey as part of the informed consent and contact information sections of the
survey. Feedback consideration procedures were informed by grounded theory methods, which
emphasize the ongoing analysis of feedback throughout the data gathering process in order to
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better inform study methods that are utilized while gathering data from subsequent participants
(Charmaz, 2008; Glaser, 1978). Consistency in the feedback was checked by considering all
within survey and email based responses at the time that they were submitted or sent. Any
critiques of the survey were noted and considered to be avenues for possible improvement.
Permission to directly quote any feedback that was provided via email was obtained by replying
to participant emails with the message listed in Appendix H.
The feedback that was offered by participants centered around the themes of: improper
use of terminology when referring to the mother who has relinquished custody of an infant to
adoption and to the act of adoption itself, the available response options being too limiting to
adequately describe their experiences with adoption, and the confusing nature of the questions
about perceptions of support from others. Some participants took particular issue with the term
“birth mother,” and others fully embraced the term. Some participants, especially those who felt
that they had been coerced or forced into adoption, were also frustrated by any wording that
made a direct or indirect implication that their act of relinquishing their infant to adoption was
voluntary. Other participants noted that the circumstances of their adoptions did not seem to fit
the responses that were offered (i.e., their reasons for relinquishing custody were too complex to
explain in a few sentences, those around them were supportive of the adoption but not of their
personal needs, and/or their child has died in the years since the adoption and they no longer
have any contact with the adoptive family).
Survey Amendments and Collecting a Second Sample
After the initial goal for participation was met (N=120), the decision to amend the survey
and gather another sample was made in order to determine how the data might have been
impacted by the items that participants viewed as issues with the first version of the survey. The

FIRST MOTHERS/BIRTH MOTHERS

28

specific alterations included: a disclaimer about the choice to use the terms of “birth mother” and
“placed for adoption” was added to the informed consent page, all use of the words “voluntary”
and “choice/choose/chose” were dropped when referring to the act of adoption, a N/A option was
added to the question about current contact with the adoptive family, and questions related to
perceptions of support were reworded to highlight the emphasis on support of the woman as a
birth mother (see Appendix B for amendments to the Informed Consent, Appendix D for
amendments to the About the Adoption Questionnaire, and Appendix E for amendments to the
Support and Resource Questionnaire). All data collection and feedback review procedures
followed the same steps for the second sample as they did for the first.
Data Analysis
Research Question 1
The question of whether first mothers’ perceptions of social support are in relationship
with subsequent psychological health outcomes was analyzed with a one-way multivariate
analysis of variance (MANOVA; Howell, 2011; see Table 3). This analysis was used to
determine if the magnitude of difference in first mothers’ mean levels of negative and positive
psychological changes post-adoption placement and mean level of perceived social support
throughout the adoption process is statistically significant within each sample. Any statistically
significant findings were considered to be evidence to confirm the hypothesis that the perceived
presence or lack thereof of social support throughout the adoption process has an inverse
relationship to long-term negative psychological symptoms and a direct relationship to long-term
positive psychological symptoms.
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Table 3
Research Questions Delineated by Indicator Variables and Types of Analyses
Research Question
1. Did first mothers’ perceptions of social
support throughout the adoption process
predict long-term psychological growth
outcomes?

Variable/Indicator
Mean sample scores on
perceived support
measure versus mean
group scores on both
measures of health
outcomes

Analysis
One-Way
MANOVA

1a. Did the timing and type of the
perceived social support impact
psychological growth over time?

Mean group scores on
One-Way
perceived social support ANOVAs
and mean group scores
on both measures of
health outcomes sorted
by categories of timing
and type of the support

1b. Did the first mothers’ age,
race/ethnicity, religion, education level,
and/or income level impact the
relationship between perceptions of
social support and long-term
psychological outcomes? Similarly, did
the era and/or setting in which the
adoptions took place have an impact on
this relationship? Also, did the level of
contact within the adoption arrangement
impact this relationship?

Mean group scores on
Two-Way
perceived social support ANOVAs
and mean group scores
on both measures of
health outcomes sorted
by categories of each
personal and adoption
arrangement based
demographic variable

2. What formal prevention based
wellness services were first mothers
likely to utilize throughout the adoption
process if they are made available?

Frequencies of past use
and likelihood of
utilization

Descriptive
frequencies of
responses

Research Questions 1a and 1b
For part a, both timing and type of social support were analyzed for interaction effects in
the relationship between perceptions of social support and both of the wellbeing outcomes
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through one-way analysis of variance (ANOVA) tests (Howell, 2011; see Table 3). Even in the
absence of statistically significant findings between total perceptions of social support scores and
the IES and PTGI scores for each sample, one-way ANOVAs were performed to determine if
any statistically significant findings were present between categories for social support timing
and type and the IES and PTGI scores for each sample. For part b, each of the demographic
variables relating to the adoption structure (i.e., type of adoption, satisfaction with the type of
adoption, current level of contact, satisfaction with current level of contact, and time since the
adoption), the first mothers themselves (i.e., age, SES, and level of education at the time of
placement, race/ethnicity, and religion), and the social context in which the adoption took place
(i.e., year of placement and type of community setting) were analyzed for interaction effects
through two-way ANOVA tests (Howell, 2011; see Table 3).
Research Question 2
The question of what types of formal social support first mothers are likely to utilize
throughout the adoption process was designed to be purely descriptive in nature. The intention of
this question was to highlight the formal support services that first mothers currently have
available and which services they find to be most wanted and important throughout the adoption
process. Due to the descriptive nature of this question, a frequency table of basic
utilization/likelihood to utilize score was reported for each type of formal support during the
adoption process (see Table 3). These frequencies were then used to inform recommendations for
clinicians to develop primary prevention policies for expectant mothers who are considering
adoption and systems that tailor interventions which promote wellbeing for clients who have
already followed the path of adoption and have become first mothers.
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Results

Participant Samples
A total of 248 women took part in the study, an additional 12 women qualified to
participate in the study but did not answer any of the questions, and another 36 women visited
the survey URL but did not meet criteria for participating. All available data, even when
incomplete, from all participants who answered at least one question on the survey were utilized
for the data analyses. Consequently, the sample size noted for each data point varies throughout
the study results.
Participant feedback and sample expansion. As previously noted, participant feedback
about the survey was encouraged throughout the study process. As a result, 14 women provided
detailed feedback about the content and construction of the survey via email, while another 15
women provided similar feedback within the survey itself. In response to this participant
feedback, the decision was made to correct the issues with wording in the questions and to repost
the amended survey.
Independent t-test results to determine whether or not to pool study data. Prior to
pooling all of the results from the 162 participants who took the survey pre-amendments and the
additional 86 participants who took the survey post-amendments, a series of independent sample
t-tests were conducted to determine whether or not the samples differed in any significant ways
with regards to participant demographics and response patterns that would preclude them from
being pooled together into a single sample. Statistically significant differences between the preand post-amendment responses were found in the year the infants were placed for adoption
t(244) = -4.993, p < 0.05, the age of the first mothers at the time of placement t(223) = -4.182, p
< 0.05, the level of contact agreed upon at the time of placement t(230) = -3.133, p < 0.05, the
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first mothers’ level of satisfaction about the agreed upon level of contact at the time of placement
t(223) = -4.224, p < 0.05, the current level of contact within the adoption t(218) = -2.971, p <
0.05, and the first mothers’ satisfaction with the current level of contact within the adoption
t(223) = -2.089, p < 0.05 (see Table 4). These findings showed that on average participants who
took the survey post-amendments were found to have placed infants for adoption more recently,
to be older when they placed the infant for adoption, to have more open adoption agreements
both at the time of placement and currently, and to be more satisfied with the level of contact
within the adoption both at the time of placement and currently than those participants who took
the survey pre-amendments (see Table 4). As shown by Table 5, statistically significant
differences were also found in the response patterns between the two samples for some of the
indices of perceived social support, such as total perceived social support (SSTT) t(210) =
-2.114, p < 0.05, current perceived social support (SST2) t(210) = -2.309, p < 0.05, and total
perceived informal social support (SSIT) t(210) = -2.326, p < 0.05. In other words, these findings
showed that those participants who took the post-amendment version of the survey on average
perceived themselves to have higher levels of total social support, current social support, and
informal social support than those who took the pre-amendment version of the survey.
Due to these significant differences between the experiences and perceptions of
participants who took the survey pre- and post-amendments, the data were divided into two
samples based upon the version of the survey that the participant completed. All results are listed
according to sample throughout the remainder of the report.
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Table 4
Independent Samples t-Tests on Demographics to Determine Equity of Means Between Samples
Variable
Year of Placement
Years to Reconcile
Age
Setting
Education
Income
Religion
Race/Ethnicity
ToP Contact
ToP Satisfaction
Now Contact
Now Satisfaction

N
160
76
145
161
162
159
162
131
150
145
139
143

Sample 1
Mean
1991.14
25.46
20.01
2.07
2.20
1.44
3.88
3.47
2.87
1.99
3.28
1.99

SD
16.565
10.837
4.328
0.676
1.257
1.059
2.445
1.474
1.566
0.874
1.494
0.880

N
86
18
80
86
86
84
85
80
82
80
81
82

Sample 2
Mean
2001.99
20.11
22.69
2.07
2.33
1.62
3.51
3.46
3.51
2.48
3.88
2.24

SD
15.651
2.412
50.066
0.716
1.212
1.181
2.520
1.542
1.372
0.746
1.326
0.910

*= statistically significant findings at the p < 0.05 level

t-test for Equity of Means
t
df
Sig
-4.993
244
0.000*
1.903
92
0.060
-4.182
223
0.000*
0.052
245
0.959
-0.736
246
0.463
-1.202
241
0.230
1.139
245
0.256
0.015
209
0.988
-3.133
230
0.002*
-4.224
223
0.000*
-2.971
218
0.003*
-2.089
223
0.038*
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Table 5
Independent Samples t-Tests on Response Patterns to Determine Equity of Means Between
Samples
Variable
SSTT
SST1
SST2
SSIT
SSFT
IES
PTGI

N
132
132
132
132
132
126
120

Sample 1
Range Mean
-48 to 32 6.13
-24 to 17 1.77
-24 to 20 4.36
-32 to 24 4.76
-16 to 11 4.39
0 to 75 38.2
0 to 97 45.61

SD
11.02
7.18
6.13
1.64
1.16
18.54
23.97

N
80
80
80
80
80
76
69

Sample 2
Range Mean
-22 to 39 9.49
-14 to 19 3.15
-10 to 20 6.34
-22 to 23 5.3
-8 to 16 4.5
0 to 73 35.32
3 to 97 50.68

SD
11.53
6.74
5.93
1.66
1.25
18.89
24.43

t-test for Equity of Means
t
df
Sig
-2.114
210 0.036*
-1.386
210
0.167
-2.309
210 0.022*
-2.326
210 0.021*
-0.627
210
0.531
1.063
200
0.289
-1.391
187
0.166

*= statistically significant findings at the p < 0.05 level
Sample descriptions. Sample 1 included 162 participants, while Sample 2 included 86
participants. Distributions of first mother demographics, the context in which the adoptions took
place, and the adoption arrangements for both samples are listed in Tables 6, 7, and 8. The vast
majority of participants from both samples were of non-Hispanic Caucasian heritage, 89.44% for
Sample 1 and 88.37% for Sample 2, and were largely raised in Christian families, with 70.52%
for Sample 1 and 65.79% for Sample 2 (see Table 6). At the time of placement, the majority of
participants from both samples had attained high school degrees or less, with 78.40% and
79.07% of Samples 1 and 2, respectively, and earned $25,000 per year or less, with 91.20% and
88.10% of Samples 1 and 2, respectively (see Table 6). Around half of the participants from both
samples lived in suburban settings at the time of placement, with 54.04% and 48.80%,
respectively, for Samples 1 and 2 (see Table 7). As previously noted, in comparison to
participants from Sample 1, participants from Sample 2 were found to have placed infants for
adoption more recently, were older when they placed the infant for adoption, had more open
adoption agreements both at the time of placement and currently, and were more satisfied with
the level of contact within the adoption both at the time of placement and currently (see Tables 4,
6, and 8). It is of note that the women who participated across samples cited a wide range of
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complex reasons for placing their infants for adoption, including themes about a combination of:
personal characteristics, personal beliefs, hopes for the future for themselves and their infants,
their circumstances of life, their family relationships, society’s beliefs and norms, the state of
their relationship with the first father, the circumstances that led to conception of the infant,
concerns about safety of the infant, and their beliefs about and access to abortion services.
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Table 6
Participant Demographic Percentages by Sample

Demographic Category/Level
Age
14–18
19–25
26–30
31+
Race/Ethnicity
Asian
Non-Hispanic Caucasian
Hispanic Caucasian
Hispanic/Latina
Middle Eastern
Native Alaskan/ Native
American
Multiracial/ Multiethnic
Religion
None
Agnostic
Atheist
Catholic Christian
Christian
Hindu
Jewish
Longhouse
Mennonite
Mormon
Muslim
Non-Practicing JudeoChristian
Spiritual
Wiccan

Sample 1
Percentages

Sample 2
Percentages

39.31
52.41
4.83
3.45

20.00
57.50
15.00
7.50

0.00
89.44
1.86
2.48
<1.00

1.16
88.37
4.65
1.16
0.00

0.00
5.59

1.16
3.49

18.52
5.56
1.85
22.22
41.98
<1.00
<1.00
0.00
<1.00
1.85
<1.00

27.06
4.71
1.18
16.47
38.82
0.00
1.18
1.18
0.00
8.24
0.00

3.09
<1.00
<1.00

1.18
0.00
0.00

(table continued)
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Table 6 (continued)

Demographic Category/Level
Education Level
< High School
High School/GED
Trade
Associates
Bachelors
Masters
Doctorate
Income Level
<$15K
$15K–$25K
$25K–$40K
$40K–$55K
$55K–$70K
$70K–$100K
>$100K

Sample 1
Percentages

Sample 2
Percentages

29.63
48.77
3.70
8.64
8.64
0.00
<1.00

18.60
60.47
2.33
8.14
9.30
1.16
0.00

76.73
14.47
3.77
<1.00
3.14
0.00
1.26

65.48
22.62
4.76
3.57
0.00
2.38
1.19
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Table 7
Participant Adoption Context Percentages by Sample
Context
Category/Level
Year of Placement
1960–1980
1981–1990
1991–2000
2001–2010
2011–2017
Setting
Rural
Suburban
Urban

Sample 1
Percentages

Sample 2
Percentages

28.13
20.00
18.13
16.25
17.50

15.10
8.14
10.50
19.80
46.50

19.25
54.04
26.71

22.10
48.80
29.10
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Table 8
Participant Adoption Arrangement Percentages by Sample

Arrangement
Category/Level

Sample 1
Percentages

Sample 2
Percentages

31.33
12.67
16.67
16.67
22.67

14.63
8.54
15.85
32.93
28.05

16.55
21.58
7.91
25.90
27.34
----

7.41
3.58
3.70
39.51
30.86
4.94

7.06
2.35
21.18
32.94
25.88
10.59

7.41
7.41
18.52
22.22
11.11
33.33

Openness at Placement
Very Closed
Closed
Semi-Open
Open
Very Open
Openness Now
Very Closed
Closed
Semi-Open
Open
Very Open
N/A
Years to Reconcilliation
0–5 years
6–15 years
16–20 years
21–30 years
31+ years
Not Reconciled
General Findings Question 1

A one-way multiple analysis of variance using the Wilk’s Lambda test was used to
develop a model for predicting first mothers’ psychological stress and growth over time from
their perceived total social support scores. First mothers’ levels of psychological stress were
represented by their total IES scores, while their levels of psychological growth were represented
by their total PTGI scores.
Sample 1. The results for Sample 1 showed a significant finding with Wilk’s Λ = F(6,
230) = 2.845, p = 0.011, multivariate η2 = 0.069 (see Table 9). This significant F indicates that

FIRST MOTHERS/BIRTH MOTHERS

40

there are significant differences among the Total Perceived Social Support groups on a linear
combination of the IES and PTGI scores for Sample 1. Which means, approximately 7% of the
multivariate variance of IES and PTGI scores within Sample 1 was due to the differences in
participants’ levels of total perceived social support. Due to the significant finding of the
Levene’s Test of Equality of Error Variances between the SSTT and IES for Sample 1 (p =
0.013), the results of this finding should be interpreted with caution because they do not meet the
assumption of homogeneity of variance for a MANOVA analysis. It is possible that the
significance has been underestimated due to significant differences in group sizes within Sample
1. Conversely, the not significant finding of the Levene’s Test of Equality of Error Variances
between the SSTT and the PTGI for Sample 1 (p = 0.443), allows for those findings to be
interpreted without issue.
Sample 2. The results for Sample 2 showed a significant finding with Wilk’s Λ = F(6,
128) = 2.757, p = 0.015, multivariate η2 = 0.114 (see Table 9). This significant F indicates that
there are significant differences among the Total Perceived Social Support groups on a linear
combination of the IES and PTGI scores for Sample 2. Which means approximately 11% of the
multivariate variance of IES and PTGI scores within Sample 2 was due to the differences in
participants’ perceived levels of total social support. Both Levene’s Test of Equality of Error
Variances between the SSTT and the IES (p = 0.610) and PTGI (p = 0.171) for Sample 2 were
not significant, which allows for those findings to be interpreted without issue.
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Table 9
MANOVA Results for Comparison of Total Perceived Social Support Scores and IES and PTGI
Scores by Sample

Hypothesis
Error
2
Sample
F
df
df
Sig.
Eta
1
2.845
6
230 0.011* 0.069
2
2.757
6
128 0.015* 0.114
*= statistically significant findings at the p < 0.025 level
To protect against a Type 1 error, a Bonferroni correction of α = 0.025 was used for each
of the follow-up univariate ANOVAs (see Table 10). A familywise error rate of α = 0.025 was
used to control for further Type 1 errors in the post hoc Tukey tests that followed (see Table 11).
Sample 1. The ANOVA results indicated that scores on the IES were statistically
different for first mothers in Sample 1 amongst the different levels of SSTT scores, (F(3, 116) =
5.147, p = 0.002, multivariate η2 = 0.117; see Table 10). This finding shows that just under 12%
of the variance in IES scores within Sample 1 could be accounted for by perceived level of
cumulative social support. The ANOVA results further showed that scores on the PTGI were not
statistically different for first mothers from the various SSTT groups in Sample 1 (F(3, 116) =
0.716, p = 0.554, multivariate η2 = 0.018; see Table 10), with only approximately 2% of the
variance in PTGI scores being accounted for by perceived level of cumulative social support.
As shown by Table 11, a Tukey post hoc test for SSTT for Sample 1 revealed that the
IES scores for those in the moderately to very unsupported group (Group 1; 59.500 + 6.127)
were statistically significantly higher than the scores for those in the mildly supported group
(Group 3; 36.326 + 2.643, p = 0.004) and the moderately to very supported group (Group 4;
34.896 + 2.501, p = 0.002). There were no statistically significant differences between any of the
other combinations of groups. Therefore, first mothers in Sample 1 who perceived being
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moderately to very unsupported by others throughout the adoptions of their biological infants
and the years that have followed were found on average to have statistically higher levels of
negative impact due to their experiences with adoption than their counterparts who perceived
mild or moderate to high levels of support from others over the duration of that timeframe.
Sample 2. The ANOVA results indicated that scores on the PTGI were statistically
different for first mothers in Sample 2 amongst the different levels of SSTT scores, (F(3, 65) =
5.461, p = 0.002, multivariate η2 = 0.201; see Table 10). In other words, just over 20% of the
variance in PTGI scores within Sample 2 could be accounted for by perceived level of
cumulative social support. The ANOVA results further showed that scores on the IES were not
statistically different for first mothers from the various SSTT groups in Sample 2 (F(3, 65) =
0.860, p = 0.467, multivariate η2 = 0.038; see Table 10), with only just under 4% of the variance
in IES scores being accounted for by perceived level of cumulative social support.
As shown by Table 11, a Tukey post hoc test for SSTT for Sample 2 revealed that the
PTGI scores for those in the moderately to very supported group (Group 4; 60.54 + 21.856) were
statistically significantly higher than the scores for those in the mildly unsupported group (Group
2; 33.71 + 23.164, p = 0.025) and the mildly supported group (Group 3; 42.16 + 23.379, p =
0.024). There were no statistically significant differences between any of the other combinations
of groups. Therefore, first mothers from Sample 2 who perceived being moderately to very
supported by others throughout the adoptions of their biological infants and the years that have
followed were found on average to have statistically higher levels of posttraumatic growth
subsequent to their experiences with adoption than their counterparts who perceived being mildly
unsupported or mildly supported by others during that timeframe.
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Table 10
Follow-up Univariate ANOVA Results for Comparison of Total Perceived Social Support Score
to IES and PTGI Scores by Sample
SSTT
Sample 1
DV
IES
PTGI

HOV
Sig

F

0.001** 5.147
0.443 0.716

Sample 2

dfB

dfW

Sig

Eta 2

HOV
Sig

3
3

116
116

0.002*
0.544

0.117
0.018

0.610
0.915

*= statistically significant findings at the p < 0.05 level
**= non-homogenous samples at the p < 0.05 level

F

dfB

dfW

Sig

Eta 2

0.860
5.461

3
3

65
65

0.467
0.002*

0.038
0.201
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Table 11
Tukey Post-Hoc Results for Statistically Significant Differences in IES and PTGI Scores When
Grouped by Sample and Total Perceived Social Support Level
Sample 1
IES
Mean
Mean
Score Difference
55.89
!!!
--17.31
--23.17*
--24.60*
43.17
!!!
--5.86
--7.29
35.70
!!!
--1.43

Support
Comparison
Level
Groups
Sig.
Moderately
1
!!!
to Very
2
0.082
Unsupported
3
0.004*
(1)
4
0.002*
Mildly
2
!!!
Unsupported
3
0.583
(2)
4
0.378
Mildly
3
!!!
Supported
4
0.979
(3)
Moderately
4
34.90
!!!
!!!
to Very
Supported
(4)
*= statistically significant findings at the p < 0.05 level

Mean
Score
36.67
------33.71
----42.16
---

Sample 2
PTGI
Mean
Difference
!!!
2.95
-5.49
-23.87
!!!
-8.44
-26.83*
!!!
-18.38*

60.54

Sig.
!!!
0.995
0.953
0.082
!!!
0.828
0.025*
!!!
0.024*

!!!

!!!

General Findings Question 1a
A series of one-way analysis of variance tests were used to develop a model for
determining how the timing and type of support that is received by first mothers in each sample
impacts their posttraumatic stress (IES) and posttraumatic growth (PTGI) scores over time.
Analyses were run for all timing and type subscales for both samples despite findings of
significance in Question 1. Analyses were run on all findings in order to determine the impacts
of support timing and type regardless of total perceived social support level.
IES Sample 1. There were statistically significant differences in IES scores between
groups of first mothers in Sample 1 as determined by one-way ANOVA for the subscores of
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SST1 (F(2, 122) = 2.786, p = 0.044), SST2 (F(2, 122) = 3.135, p = 0.028), and SSFT (F(2, 122)
= 4.182, p = 0.007; see Table 12). The results for the one-way ANOVA for the SSIT subscore
for Sample 1 were found to be not significant (F(2, 122) = 2.582, p = 0.052), and should be
interpreted with caution due to the lack of homogeneity of distribution amongst the groups (see
Table 12). Therefore, statistically significant differences were found in the average IES scores of
first mothers when Sample 1 was separated by perceived levels of: social support at the time of
placement, current social support, or formal social support over the duration of time since the
pregnancies that resulted in the placement of their infants for adoption. Separating participants in
Sample 1 by perceived level of informal support over the duration of the time since such
pregnancies did not show significant differences in average IES scores between groups.
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Table 12
ANOVA Results for Comparisons Between Perceived Social Support Subscales and IES Scores
by Sample
IES
Sample 1

Sample 2

IV

HOV Sig

F

dfB

dfW

Sig

HOV Sig

F

dfB

dfW

Sig

SST1
SST2
SSIT
SSFT

0.130
0.228
0.012**
0.303

2.786
3.135
2.582
4.182

3
3
3
3

122
122
122
122

0.044*
0.028*
0.052
0.007*

0.545
0.244
0.107
0.827

0.779
2.564
0.888
3.605

3
3
3
2

72
72
72
73

0.509
0.061
0.451
0.032*

*= statistically significant findings at the p < 0.05 level
**= non-homogenous samples at the p < 0.05 level
IES Sample 1 and SST1. As shown by Table 13, a Tukey post hoc test for SST1 for
Sample 1 revealed that the IES scores for those in the mildly supported group (Group 3; 35.05 +
16.161) were statistically significantly lower than the scores for those in the moderately to very
unsupported group (Group 1; 49.71 + 13.742, p = 0.034). There were no statistically significant
differences between any of the other combinations of groups. In other words, those who
perceived mild levels of support from others at the time of relinquishment showed significantly
lower IES scores on average than those who perceived moderate to high levels of non-support
from others at that time.
IES Sample 1 and SST2. While the ANOVA test found a statistically significant
difference in IES scores amongst all of the groups for SST2, the Tukey post hoc test revealed no
statistically significant differences in any of the direct comparisons between any combination of
two individual groups (see Table 13). Therefore, while there was a sufficient amount of
difference amongst all of the groups collectively to yield a statistically significant result, the
difference between any two of them was not large enough to account for this finding.
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Table 13
Tukey Post-Hoc Results for Statistically Significant Differences in IES Scores When Grouped by
Timing or Type of Perceived Social Support and Sample
IES

Support
Level

Mean
Score

SST1
Mean
Difference

Sig.

Mean
Score

Sample 1
SST2
Mean
Difference

1
2
3
4
2

49.71
------36.16

--13.550
14.652
11.856
---

--0.067
0.034*
0.114
---

48.22
------47.05

--1.170
12.575
12.707
---

3
4
3
4

----35.05
---

1.102
-1.694
---2.796

0.994
0.979
--0.906

----35.65
---

4

37.85

---

---

35.52

Comparison
Groups

Moderately
to Very
Unsupported
(1)
Mildly
Unsupported
(2)
Mildly
Supported
(3)
Moderately
to Very
Supported
(4)

Sample 2
SSFT
Mean
Difference

Mean
Score

SSFT
Mean
Difference

Sig.

Mean
Score

--0.999
0.253
0.204
---

72
------43.42

--28.583
36.695
36.833
---

--0.177
0.029*
0.077
---

***
------42.77

--***
***
***
---

11.406
11.537
--0.131

0.128
0.075
--1.000

----35.3
---

8.112
8.250
--0.138

0.150
1.000
--1.000

----30.55
---

12.222
6.644
---5.577

0.027*
1.000
--1.000

---

---

35.17

---

---

36.13

---

---

Sig.

Sig.
--***
***
***
---

*= statistically significant findings at the p < 0.05 level
***= insufficient number of participants in this group to analyze or compare to other groups
IES Sample 1 and SSFT. A Tukey post hoc test for SSFT for Sample 1 revealed that the
IES scores for those in the mildly supported group (Group 3; 35.305 + 1.974) were statistically
significantly lower than the scores for those in the moderately to very unsupported group (Group
1; 72.000 + 12.637, p = 0.029; see Table 13). There were no statistically significant differences
between any of the other combinations of groups. This means that those from Sample 1 who
perceived mild levels of formal support throughout the duration of time since their pregnancies
that resulted in the relinquishment of their infants to adoption on average showed significantly
lower IES scores than those who perceived moderate to high levels of non-support from formal
sources.
IES Sample 2. As shown by Table 12, there was a statistically significant difference in
IES scores between groups of first mothers in Sample 2 as determined by one-way ANOVA for
the subscore of SSFT (F(2, 73) = 3.605, p = 0.032). The findings between groups for Sample 2
as determined by one-way ANOVA for the subscores of SST1 (F(3, 72) = 0.779, p = 0.509),
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SST2 (F(3, 72) = 2.564, p = 0.061), and SSIT (F(2, 73) = 0.888, p = 0.451) did not show
statistically significant differences in IES scores (see Table 12). Therefore, a statistically
significant difference was found in the average IES scores of groups of first mothers when
Sample 2 was separated by perceived level of formal support over the duration of time since their
pregnancies that resulted in the placement of their infants for adoption. Conversely, when
separated by perceived levels of: informal support over the duration of the time since their
pregnancies, social support at the time of placement, or current social support, groups within
Sample 2 did not show any significant differences in average IES scores.
IES Sample 2 and SSFT. A Tukey post hoc test for SSFT for Sample 2 revealed that the
IES scores for those in the mildly supported group (Group 3; 30.55 + 17.408) were statistically
significantly lower than the scores for those in the mildly unsupported group (Group 2; 42.77 +
18.524, p = 0.027; see Table 13). There were no statistically significant differences between any
of the other combinations of groups. In other words, those who perceived mild levels of formal
support throughout the duration of time since their pregnancies that resulted in the
relinquishment of their infants to adoption showed significantly lower IES scores on average
than those who perceived mild levels of non-support from formal sources. The results from
Group 1, the moderate to very unsupported group, were not analyzed via the Tukey test due to
the presence of only two responses in that grouping.
PTGI Sample 1. As shown by Table 14, there was a statistically significant difference in
PTGI scores between groups of first mothers in Sample 1 as determined by one-way ANOVA
for the subscore of SST2 (F(3,116) = 4.410, p = 0.006). The findings between groups for Sample
1 as determined by one-way ANOVA for the perceived social support subscores of SST1
(F(3,116) = 0.500, p = 0.683), SSIT (F(3,116) = 0.461, p = 0.710), and SSFT (F(3,116) = 2.187,
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p = 0.101) did not show statistically significant differences in PTGI scores (see Table 14).
Therefore, statistically significant differences were found in the average PTGI scores of first
mothers when Sample 1 was separated by current perceived social support level. Conversely, no
statistically significant differences in average PTGI scores were found between groups when
Sample 1 was sorted by level of perceived: social support at the time of placement, informal
support over the duration of time since the pregnancies that resulted in placement, or formal
social support over the duration of time since those pregnancies.
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Table 14
ANOVA Results for Comparisons Between Perceived Social Support and PTGI Scores by Sample
PTGI
IV
SST1
SST2
SSIT
SSFT

HOV Sig
0.309
0.626
0.328
0.313

Sample 1
F
dfB
0.500
3
4.410
3
0.461
3
2.127
3

dfW
116
116
116
116

Sig
0.683
0.006*
0.710
0.101

HOV Sig
0.559
0.361
0.484
0.928

Sample 2
F
dfB
4.784
3
6.483
3
4.994
3
1.587
2

dfW
Sig
65 0.004*
65 0.001*
65 0.004*
66 0.212

*= statistically significant findings at the p < 0.05 level
PTGI Sample 1 and SST2. A Tukey post hoc test for SST2 for Sample 1 revealed that
the PTGI scores for those in the mildly unsupported group (Group 2; 55.71 + 21.615, p = 0.007)
and the moderately to very supported group (Group 4; 48.29 + 23.119, p = 0.023) were
statistically significantly higher than the scores for those in the moderately to very unsupported
group (Group 1; 23.25 + 16.594; see Table 15). There were no statistically significant differences
between any of the other combinations of groups. In other words, those in Sample 1 who
perceived a mild level of non-support or a moderate to high level of support from others at the
current time had statistically significantly higher PTGI scores on average than those who
perceived a moderate to high level of non-support from others at the current time.
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Table 15
Tukey Post-Hoc Results for Statistically Significant Differences in PTGI Scores When Grouped
by Timing or Type of Perceived Social Support and Sample
PTGI

Support
Level
Moderately
to Very
Unsupported
(1)
Mildly
Unsupported
(2)
Mildly
Supported
(3)
Moderately
to Very
Supported
(4)

Comparison
Groups
1
2
3
4
2
3
4
3
4
4

Sample 1
SST2
Mean
Mean
Score Difference
23.25
-----32.456
---17.313
---25.036
55.71
----15.143
--7.420
40.56
-----7.723
48.29

---

Sig.
--0.007*
0.232
0.023*
--0.131
0.640
--0.413
---

SST1
Mean
Mean
Score Difference
36.00
-----1.526
---20.056
---23.962
37.53
-----18.529
---22.435
56.06
-----3.906
59.96

---

Sig.
--0.999
0.246
0.100
--0.071
0.009*
--0.943

Mean
Score
57.50
------25.29
----40.50
---

Sample 2
SST2
Mean
Difference
--32.214
17.000
-1.452
---15.214
-33.667
---18.452

Sig.
--0.268
0.726
1.000
--0.410
0.002*
--0.020*

Mean
Score
57.50
------33.36
----48.00
---

---

58.95

---

---

61.25

SSIT
Mean
Difference
--24.143
9.500
-3.750
---14.643
-27.893
---13.250

Sig.
--0.966
1.000
1.000
--0.335
0.002*
--0.218

---

---

*= statistically significant findings at the p < 0.05 level
PTGI Sample 2. There was a statistically significant difference in PTGI scores between
groups of first mothers in Sample 2 as determined by one-way ANOVA for perceived social
support subscores of SST1 (F(3, 65) = 4.784, p = 0.004), SST2 (F(3, 65) = 6.483, p = 0.001),
and SSIT (F(3, 65) = 4.994, p = 0.004; see Table 14). The findings between groups for Sample 2
as determined by one-way ANOVA for the perceived social support subscores of SSFT (F(2, 66)
= 1.587, p = 0.212) did not show statistically significant differences in PTGI scores (see Table
14). Therefore, statistically significant differences were found in the average PTGI scores of
groups of first mothers from Sample 2 when sorted by level of perceived: social support at the
time of placement, current social support, or informal social support over the duration of time
since the pregnancies that resulted in placement. There were no statistically significant
differences in average PTGI scores between groups when participants from Sample 2 were
grouped by perceived level of formal social support over the duration of time since the
pregnancies that resulted in relinquishment.
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PTGI Sample 2 and SST1. As shown by Table 15, a Tukey post hoc test for SST1 for
Sample 2 revealed that the PTGI scores for those in the mildly unsupported group (Group 2;
37.53 + 22.374) were statistically significantly lower than the scores for those in the moderately
to very supported group (Group 4; 59.96 + 20.774, p = 0.009). There were no statistically
significant differences between any of the other combinations of groups. In other words, those
from Sample 2 who had perceived that they had received a mild level of non-support from others
at the time of placement on average showed statistically significantly lower PTGI scores than
those who had perceived that they had received a moderate to high level of support from others
at that time.
PTGI Sample 2 and SST2. A Tukey post hoc test for SST2 for Sample 2 revealed that
the PTGI scores for those in the mildly supported group (Group 3; 40.50 + 21.072) were
statistically significantly higher than the scores for those in the mildly unsupported group (Group
2; 25.29 + 15.808, p = -0.002) while they were statistically significantly lower than the scores for
those in the moderately to very supported group (Group 4; 58.95 + 23.205, p = 0.020; see Table
15). There were no statistically significant differences between any of the other combinations of
groups. Therefore, those from Sample 2 who perceived a mild level of current support showed
statistically significantly higher PTGI scores on average than those who perceived a mild level of
non-support at the current time and statistically significantly lower PTGI scores on average than
those perceived a moderate to high level of current support.
PTGI Sample 2 and SSIT. A Tukey post hoc test for SSIT for Sample 2 revealed that the
PTGI scores for those in the mildly unsupported group (Group 2; 33.36 + 21.657) were
statistically significantly lower than the scores for those in the moderately to very supported
group (Group 4; 61.25 + 22.083, p = 0.002; see Table 15). There were no statistically significant
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differences between any of the other combinations of groups. In other words, those from Sample
2 who perceived that they had received a mild level of non-support from informal sources over
the duration of time since the pregnancies that resulted in the placement of their infants for
adoption showed statistically significantly lower PTGI scores on average than those who
perceived that they had received a moderate to high level of informal support from others over
that duration of time.
General Findings Question 1b
A series of two-way analysis of variance tests were used to develop a model for
determining how the demographic factors of the first mothers, the adoption arrangement, and the
social context in which the adoption took place interact with the perceptions of received social
support to ultimately impact the first mothers’ posttraumatic stress (IES) and posttraumatic
growth (PTGI) scores over time. These analyses were performed on the total perceived social
support scores that resulted in significant findings in the previous section for Question 1 or on
the perceived social support subscores that resulted in significant findings after a non-significant
finding for total perceived social support score in the previous results sections for Questions 1
and 1a.
IES and SST1 for Sample 1. The findings between groups as determined by two-way
ANOVA for the perceived social support subscore for Time 1 and all demographic factors for
first mothers for Sample 1 did not show any statistically significant interactions between groups
(see Table 16). Similarly, two-way ANOVAs for the perceived social support subscore for Time
1 and the structure of the adoptions and the social context surrounding the adoptions for Sample
1 did not show any statistically significant interactions between groups (see Table 16).
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Table 16
Two-Way ANOVA Results to Determine Interaction Effects Between Perceived Social Support at
the Time of Placement and Demographic Categories for IES Scores for Sample 1 for Scores

IES
Sample 1
Interaction Categories

F

df

Sig.

SST1xYear
0.758
11 0.681
SST1xAge
0.917
7
0.497
SST1xSetting
0.420
6
0.864
SST1xEducation
1.599
10 0.117
SST1xIncome
1.290
5
0.273
SST1xReligion
0.976
12 0.477
SST1xRace/Ethnicity
1.785
4
0.137
SST1xToP Contact
1.793
9
0.078
SST1xToP Satisfaction
0.729
6
0.627
SST1xCurrent Contact
1.017
11 0.438
SST1xCurrent Satisfaction 0.794
6
0.576
SST1xYears until Reunion 0.527
10 0.864
*= statistically significant findings at the p < 0.05 level
IES and SSFT for Samples 1 and 2. The findings between groups as determined by
two-way ANOVAs for the perceived social support subscore for formal support and all
demographic factors for first mothers, the structure of the adoptions, and the social context
surrounding the adoptions for Sample 1 did not show any statistically significant interactions
between groups (see Table 17). Similarly, no statistically significant findings were found for
such interactions between groups for Sample 2 (see Table 17).
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Table 17
Two-Way ANOVA Results to Determine Interaction Effects Between Formal Perceived Social
Support Scores and Demographic Categories for IES Scores for Sample 1 and Sample 2

IES
Sample 1
Sample 2
Interaction Categories
F
df
Sig.
F
df
SSFTxYear
0.837
6
0.544 1.944
6
SSFTxAge
1.013
5
0.414 1.445
5
SSFTxSetting
0.096
2
0.909 1.480
4
SSFTxEducation
1.753
7
0.104 2.075
4
SSFTxIncome
1.614
4
0.176 1.571
3
SSFTxReligion
0.212
8
0.988 1.650
7
SSFTxRace/Ethnicity
0.133
3
0.940 0.013
1
SSFTxToP Contact
0.196
6
0.977 1.060
6
SSFTxToP Satisfaction
0.289
3
0.833 1.983
3
SSFTxCurrent Contact
0.938
7
0.481 2.000
4
SSFTxCurrent Satisfaction 1.335
4
0.262 1.368
4
SSFTxYears until Reunion 0.231
5
0.948 1.137
4
*= statistically significant findings at the p < 0.05 level

Sig.
0.087
0.222
0.218
0.094
0.205
0.140
0.910
0.396
0.125
0.105
0.254
0.379

PTGI and SST2 for Sample 1. The findings between groups as determined by two-way
ANOVA for the perceived social support subscore for Time 2 and all demographic factors for
first mothers Sample 1 did not show any statistically significant interactions between groups (see
Table 18). Similarly, two-way ANOVAs for the perceived social support subscore for Time 2
and the structure of the adoptions and the social context surrounding the adoptions for Sample 1
did not show any statistically significant interactions between groups (see Table 18).
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Table 18
Two-Way ANOVA Results to Determine Interaction Effects Between Current Perceived Social
Support Scores and Demographic Categories for PTGI Scores for Sample 1

PTGI
Sample 1
Interaction Categories

F

df

Sig.

SST2xYear
0.879
12
0.570
SST2xAge
0.539
3
0.452
SST2xSetting
0.843
6
0.540
SST2xEducation
0.638
9
0.763
SST2xIncome
0.693
6
0.656
SST2xReligion
1.021
11
0.435
SST2xRace/Ethnicity
0.979
4
0.422
SST2xToP Contact
1.034
10
0.421
SST2xToP Satisfaction
0.746
6
0.614
SST2xCurrent Contact
0.670
9
0.734
SST2xCurrent Satisfaction
0.495
5
0.780
SST2xYears until Reunion
1.020
9
0.437
*= statistically significant findings at the p < 0.05 level
PTGI and SSTT for Sample 2. The findings between groups as determined by two-way
ANOVA for the total perceived social support score and all demographic factors for first mothers
for Sample 2 did not show any statistically significant interactions between groups (see Table
19). Similarly, two-way ANOVAs for the total perceived social support score and the structure
of the adoptions and the social context surrounding the adoptions for Sample 2 did not show any
statistically significant interactions between groups (see Table 19).
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Table 19
Two-Way ANOVA Results to Determine Interaction Effects Between Total Perceived Social
Support Scores and Demographic Categories for PTGI Scores for Sample 2

PTGI
Sample 2
Interaction Categories
F
df
Sig.
SSTTxYear
1.514
8
0.175
SSTTxAge
1.524
6
0.190
SSTTxSetting
1.444
6
0.214
SSTTxEducation
1.530
6
0.186
SSTTxIncome
0.662
6
0.680
SSTTxReligion
1.599
7
0.157
SSTTxRace/Ethnicity
1.597
2
0.211
SSTTxToP Contact
0.927
9
0.509
SSTTxToP Satisfaction
1.213
5
0.315
SSTTxCurrent Contact
1.411
10
0.204
SSTTxCurrent Satisfaction
1.843
6
0.107
SSTTxYears until Reunion
2.266
6
0.141
*= statistically significant findings at the p < 0.05 level
General Findings Question 2
First mothers were asked a series of questions related to the formal social supports that
were available to them throughout the adoption process and the years post adoption, how often
they used such formal supports, and how likely they would be to use the supports that were not
available to them had they been offered. Frequencies of availability, use, and likelihood to use
were all calculated via simple percentage of the total equations.
Sample 1 availability. Of the first mothers in Sample 1, 81.82% had medical care
available to them throughout their pregnancies and birthing processes, while 9.85% had no
medical care access at all throughout their pregnancies, the processes of placing their infants for
adoption, and the years that have followed. A gradual decline in availability of first mother
focused medical care was shown from the time of birth of their infants (31.06%) to the present
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time (16.67%; see Table 20).
First mothers in Sample 1 reported that 28.35% of them had access to mental health care
during their pregnancies and births of their infants, while 53.54% indicated that they had no
mental health care available to them throughout their pregnancies, the processes of placing their
infants for adoption, and the years that have followed. The trend in availability of mental health
care for Sample 1 was that of decline until five years post-adoption (14.96%) and a slight
increase in the timeframe of five years post-adoption to the present (19.69%; see Table 20).
The availability of online support for first mothers in Sample 1 has gradually increased
from the time of pregnancy to birth of their infant (7.87%) to the present (26.77%). More than
half (59.06%) of first mothers indicated that they have never had access to online support
regarding their adoption experiences (see Table 20).
In a similar pattern to that of mental health care, first mothers in Sample 1 reported that
17.46% had access to pastoral care during the time of pregnancy and placing their infant for
adoption, while 74.60% indicated that they had no pastoral care available to them throughout
their pregnancies, the process of placing their infants for adoption, and the years that have
followed. The trend in availability of pastoral care for Sample 1 was that of decline until 5 years
post-adoption (7.94%) and a slight increase in the timeframe of 5 years post-adoption to the
present (10.32%; see Table 20).
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Table 20
Formal Support Service Availability Percentages by Timeframe and Sample

Timeframe of
Availability

Medical

Pregnancy to Birth
Birth to 1 Year
1 Year to 5 Years
5 Years to Now
Unavailable

81.82
31.06
16.67
16.67
9.85

Sample 1
Mental
Online
Health Support
28.35
25.20
14.96
19.69
53.54

7.87
12.60
14.96
26.77
59.06

Pastoral

Medical

17.46
12.70
7.94
10.32
74.60

86.25
30.00
21.25
20.00
7.50

Sample 2
Mental
Online
Health Support
46.75
37.66
27.27
19.48
38.96

17.95
23.08
25.64
25.64
47.44

Pastoral
22.67
21.33
13.33
14.67
68.00

Sample 2 availability. Of the first mothers in Sample 2, 86.25% had medical care
available to them throughout their pregnancies and birthing processes, while 7.50% had no
medical care access at all throughout their pregnancies, the processes of placing their infants for
adoption, and the years that have followed. A gradual decline in availability of first mother
focused medical care was shown from the time of birth of their infants (30.00%) to the present
time (20.00%; see Table 20).
First mothers in Sample 2 reported that 46.75% of them had access to mental health care
during their pregnancies and births of their infants, while 38.96% indicated that they had no
mental health care available to them throughout their pregnancies, the processes of placing their
infants for adoption, and the years that have followed. The trend in availability of mental health
care for Sample 2 was that of gradual decline from the time of the births of their infants
(37.66%) to the present (19.48%; see Table 20).
The availability of online support for first mothers in Sample 2 has gradually increased
from the time of pregnancy to birth of their infant (17.95%) to the present (25.64%). Just under
half (47.44%) of first mothers indicated that they have never had access to online support
regarding their adoption experiences (see Table 20).
First mothers in Sample 2 reported that 22.67% had access to pastoral care during the
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time of pregnancy and placing their infant for adoption, while 68.00% indicated that they had no
pastoral care available to them throughout their pregnancies, the process of placing their infants
for adoption, and the years that have followed. The trend in availability of pastoral care for
Sample 2 was that of decline until five years post-adoption (13.33%) and a slight increase in the
timeframe of five years post-adoption to the present (14.67%; see Table 20).
Sample 1 formal support use. Of those first mothers in Sample 1 who indicated that
they had access to medical care, 13.98% noted that they often used such services. Another
43.01% of first mothers in Sample 1 regularly used medical care, 29.03% somewhat used
medical care, and 13.98% did not use the medical care that had been available to them (see Table
21).
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Table 21
Formal Support Service Use Percentages Throughout the Adoption Process by Sample

Level of Use
Unused
Somewhat Used
Regularly Used
Often Used
Unavailable

Medical
13.98
29.03
43.01
13.98
27.34

Sample 1
Mental
Online
Health Support
29.41
14.75
44.12
37.70
14.71
22.95
11.76
24.59
46.46
52.34

Pastoral
69.49
20.34
5.08
5.08
53.54

Medical
11.27
25.35
43.66
19.72
11.25

Sample 2
Mental
Online
Health Support
30.51
28.85
42.37
30.77
22.03
26.92
5.08
13.46
24.36
33.33

Pastoral
67.35
24.49
6.12
2.04
37.18

Of the first mothers in Sample 1 who reported that mental health services were available
to them, 11.76% indicated that they often used such services. Another 14.71% of first mothers in
Sample 1 regularly used mental health care, 44.12% somewhat used mental health care, and
29.41% did not use the mental health care that had been available to them (see Table 21).
Of first mothers in Sample 1 who indicated that they had access to online support related
to their adoption experiences, 24.59% noted that they often used such services. Another 22.95%
of first mothers in Sample 1 regularly used online support, 37.70% somewhat used online
support, and 14.75% did not use the online support that had been available to them (see Table
21).
Of the first mothers in Sample 1 who reported that they had access to pastoral care,
5.08% noted that they often used such services. Another 5.08% of first mothers in Sample 1
regularly used pastoral care, 20.34% somewhat used pastoral care, and 69.49% did not use the
pastoral care that had been available to them (see Table 21).
Sample 2 formal support use. Of those first mothers in Sample 2 who indicated that
they had access to medical care, 19.72% noted that they often used such services. Another
43.66% of first mothers in Sample 2 regularly used medical care, 25.35% somewhat used
medical care, and 11.27% did not use the medical care that had been available to them (see Table
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21).
Of the first mothers in Sample 2 who reported that mental health services were available
to them, 5.08% indicated that they often used such services. Another 22.03% of first mothers in
Sample 2 regularly used mental health care, 42.37% somewhat used mental health care, and
30.51% did not use the mental health care that had been available to them (see Table 21).
Of first mothers in Sample 2 who indicated that they had access to online support related
to their adoption experiences, 13.46% noted that they often used such services. Another 26.92%
of first mothers in Sample 2 regularly used online support, 30.77% somewhat used online
support, and 28.85% did not use the online support that had been available to them (see Table
21).
Of the first mothers in Sample 2 who reported that they had access to pastoral care,
2.04% noted that they often used such services. Another 6.12% of first mothers in Sample 2
regularly used pastoral care, 24.49% somewhat used pastoral care, and 67.35% did not use the
pastoral care that had been available to them (see Table 21).
Sample 1 formal support likelihood of use. Of those first mothers in Sample 1 who
indicated that they did not have access to medical care, 52.11% noted that they would have been
very likely to use such services. Another 12.68% of first mothers in Sample 1 reported that they
would have been likely to use medical care, 21.13% would have been somewhat likely to use
medical care, and 14.08% would have been unlikely to use medical care if it had been available
to them (see Table 22).
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Table 22
Formal Support Service Likelihood of Use Percentages Throughout the Adoption Process by
Sample

Likely Level of
Use
Unlikely
Somewhat Likely
Likely
Very Likely
Available

Medical
14.08
21.13
12.68
52.11
42.28

Sample 1
Mental Online
Health Support
16.33
12.75
19.39
17.65
17.35
17.65
46.94
51.96
21.60
18.40

Pastoral
61.90
12.38
11.43
14.29
13.93

Medical
11.90
19.00
28.57
40.48
40.00

Sample 2
Mental Online
Health Support
3.64
5.88
20.00
11.76
30.91
33.33
45.45
49.02
23.61
30.14

Pastoral
37.93
24.14
13.79
24.14
17.14

Of the first mothers in Sample 1 who reported that mental health services were
unavailable to them, 46.94% indicated that they would have been very likely to use such
services. Another 17.35% of first mothers in Sample 1 would have been likely to use mental
health care, 19.39% would have been somewhat likely to use mental health care, and 16.33%
would have been unlikely to use mental health care if it had been available to them (see Table
22).
Of first mothers in Sample 1 who indicated that they did not have access to online
support related to their adoption experiences, 51.96% noted that they would have been very
likely to use such services. Another 17.65% of first mothers in Sample 1 would have been likely
to use online support, 17.65% would have been somewhat likely to use online support, and
12.75% would have been unlikely to use online support if it had been available to them (see
Table 22).
Of the first mothers in Sample 1 who reported that they had did not have access to
pastoral care, 14.29% noted that they would have been very likely to use such services. Another
11.43% of first mothers in Sample 1 would have likely used pastoral care, 12.38% would have
been somewhat likely to use pastoral care, and 61.90% would have been unlikely to use pastoral
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care if it had been available to them (see Table 22).
Sample 2 formal support likelihood of use. Of those first mothers in Sample 2 who
indicated that they did not have access to medical care, 40.48% noted that they would have been
very likely to use such services. Another 28.57% of first mothers in Sample 2 reported that they
would have been likely to use medical care, 19.00% would have been somewhat likely to use
medical care, and 11.90% would have been unlikely to use medical care if it had been available
to them (see Table 22).
Of the first mothers in Sample 2 who reported that mental health services were
unavailable to them, 45.45% indicated that they would have been very likely to use such
services. Another 30.91% of first mothers in Sample 2 would have been likely to use mental
health care, 20.00% would have been somewhat likely to use mental health care, and 3.64%
would have been unlikely to use mental health care if it had been available to them (see Table
22).
Of first mothers in Sample 2 who indicated that they did not have access to online
support related to their adoption experiences, 49.02% noted that they would have been very
likely to use such services. Another 33.33% of first mothers in Sample 2 would have been likely
to use online support, 11.76% would have been somewhat likely to use online support, and
5.88% would have been unlikely to use online support if it had been available to them (see Table
22).
Of the first mothers in Sample 2 who reported that they had did not have access to
pastoral care, 24.14% noted that they would have been very likely to use such services. Another
13.79% of first mothers in Sample 2 would have likely used pastoral care, 24.14% would have
been somewhat likely to use pastoral care, and 37.93% would have been unlikely to use pastoral
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care if it had been available to them (see Table 22).
Discussion
At the center of this study is the question of, “How does the perception of social support
impact the long-term psychological stress and growth of first mothers?” This discussion begins
by generally addressing the study’s findings regarding: (a) the relationship between perceived
social support and psychological stress and growth; and (b) the availability and use of formal
support systems. The discussion moves on to address the limitations of the study, whether or not
posttraumatic growth is a worthy lens for researching first mothers, the impact of language on
the study process, implications of the study’s findings for professionals working in the areas of
adoption and/or mental health, and areas for future research.
When comparing the demographics and the adoption experiences of participants from
both samples, participants from Sample 2 were found to have placed infants for adoption more
recently, to be older when they placed the infant for adoption, to have more open adoption
agreements both at the time of placement and currently, and to be more satisfied with the level of
contact within the adoption both at the time of placement and currently than those participants
from Sample 1 (see Table 4). While the two samples were found to differ on average perceived
levels of cumulative social support, current social support, and informal social support, with
Sample 2 showing higher scores than Sample 1 in all of these areas, the two samples showed no
differences in average IES and PTGI scores (see Table 5). Given these similarities in average
IES and PTGI scores and differences in levels of perceived social support, it was unsurprising
that statistically significant results that arose in one sample did not necessarily arise in the other;
although, there were some areas of overlap for statistically significant findings, also discussed
further below.
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Perceptions of Social Support and the Impact on Ongoing Posttraumatic Stress
The findings related to the impact of social support on ongoing psychological stress
post-adoption in first mothers were variable between the two samples despite the IES scores
being shown not to be statistically significantly different between the samples (see Table 5).
Results from Sample 1 indicated some significant differences between groups when total social
support (SSTT) was considered, while results from Sample 2 turned out to be non-significant
(see Table 10). (It is of note that the results for SSTT for Sample 1 were found to be
non-homogenously distributed. As such, the results are to be considered with caution.) Given
that the SSTT x IES results were not homogenously distributed for one sample and found to be
non-significant for the other, attempting to discern IES scores from SSTT level in this manner
seems to not be very useful.
Impact of timing. When considering the impact of timing of social support on IES
scores, a mixture of results was found, with significant results for Sample 1 for both SST1 and
SST2 and non-significant results for Sample 2 for both SST1 and SST2 (see Table 12). The
results for Sample 1 for both SST1 and SST2 showed an overall indirect relationship between
social support level and IES scores (see Table 13), which is consistent with social support theory
of coping with stress (Lazarus, 1966; Lazarus & Folkman, 1984). Further analyses to discern the
presence of any interactional effects with demographic variables related to the first mothers, the
adoption arrangements, or the social contexts in which the adoptions took place that may account
for the variable findings between the two samples resulted in non-significant findings for all
factors that were considered (see Table 16). Therefore, the variable findings with regard to the
relationship between social support level and IES score between the samples cannot be
accounted for within the scope of this study.
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It is of note that the mean IES scores for all groups for SST1 and SST2 within both
samples fell above the suggested cutoff score of 26 for the measure (see Tables 5 and 13). Such
findings indicate that gradations of moderate to severe impact of the adoption were present on
average for all groups of participants regardless of the level of support they perceived to be
present at the time of placement and currently.
An anomaly was seen in Sample 1 in the mean score for Group 4, the moderately to very
supported group, for SST1, which was the highest mean scores on the IES. This finding was a
very unexpected result given that the mean score for Group 4 for SST1 in Sample 2 was the
lowest on the IES, and that social support theory posits an indirect relationship between support
and stress reactions (Lazarus, 1966; Lazarus & Folkman, 1984). It is likely that this response
pattern is an artifact of the change to the wording of the SRQ. The original questionnaire that
was seen by Sample 1 asked, “Think about the people in your life at the time of adoption
placement. How supportive were they about the adoption at that time?” while the amended
questionnaire that was seen by Sample 2 asked, “Think about the people in your life at the time
of adoption placement. How supportive were they of you and your experiences as a birth mother
at that time?” (see Appendix E). In the critiques of the original version of the survey, participants
commented, “Were you asking if others/parents were supportive of the choice of adoption or
supportive of me as a birth mother?” and “They were supportive of adoption but they never
supported ME.” Another stated,
I don’t know what you mean by “supportive.” That is a very broad term that could mean
anything from financial help to encouragement to keep my baby. My parents didn’t want
me to keep my son. Does that mean that they were unsupportive? But, they bought me a
car and helped me find a place to live and were not unkind. Does that mean they were
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supportive? I don’t think my answers above reflect the reality of the situation.
Given these critiques and the distributions of responses from Sample 1 and Sample 2 it is
likely that the first mothers in Sample 1 interpreted the question a variety of ways that would
indicate support of the adoption plan and/or the first mother and her experiences, while first
mothers in Sample 2 seemed to interpret the question as being that the given individuals were
supportive of them as people and their experiences as first mothers regardless of their personal
feelings about the adoption itself. Given previous research about worse psychological adjustment
being present in situations in which another is blamed for the stressful event (Affleck, Tennen,
Pfeiffer, & Fifield, 1987; Taylor, Lichtman, & Wood, 1984) and the qualitative differences in the
question and the subsequent changes in the interpretation of the question by participants, higher
IES scores would be expected for those who felt that others heavily supported, or forced, the path
toward adoption but did not support their internal experiences as expectant mothers/first mothers.
Impact of type. When considering the impact of type of social support on IES scores, a
mixture of results was found, with significant results for SSFT for both samples and
non-significant results for SSIT for both samples (see Table 12). The results for SSFT for both
samples showed an overall indirect relationship between formal social support level and IES
scores (see Table 13), which is consistent with social support theory (Lazarus, 1966; Lazarus &
Folkman, 1984). In the analysis of SSFT, an anomaly was found in the mean score for Group 4,
the moderately to very supported group, in Sample 2, which was found to be lower than Group 2,
the mildly unsupported group, and higher than Group 3, the mildly supported group, (see Table
13) but would be expected to be the lowest of all the groups. This anomalous finding within
Sample 2 suggests the possible presence of a third variable or a combination of additional
variables that impact the relationship between social support and posttraumatic stress outcomes.
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Further analyses to discern the presence of any interactional effects between SSFT and
demographic variables related to the first mothers, the adoption arrangements, or the social
context in which the adoptions took place resulted in non-significant findings for all variables
that were considered (see Table 17). Therefore, the variable findings with regard to the
relationship between formal social support and IES score amongst the levels within both samples
cannot be accounted for within the scope of this study.
It is of note that the mean IES scores for all groups for SSIT and SSFT within both
samples also fell above the suggested cutoff score of 26 for the measure (see Tables 5 and 13).
Such findings indicate that gradations of moderate to severe impact of the adoption were present
on average for all groups of participants despite the level of perceived presence of informal
and/or formal supports.
Perceptions of Social Support and the Impact on Ongoing Posttraumatic Growth
The findings related to the impact of perceived social support on ongoing psychological
growth post-adoption in first mothers was variable between the samples and across the support
levels within each sample despite the PTGI scores being shown not to be statistically
significantly different between the two samples (see Table 5). Results from Sample 2 indicated
some significant differences between groups when total perceived social support (SSTT) was
considered, while results from Sample 1 turned out to be non-significant (see Table 10). The
results from Sample 2 showed a general direct relationship between level of total perceived
social support and posttraumatic growth (see Table 11). These results from both samples suggest
the possibility of the presence of a third variable or a combination of additional variables that
impact the relationship between perceived total social support and posttraumatic growth
outcomes. Further analyses to discern the presence of any interactional effects between SSTT
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and demographic variables related to the first mothers, the adoption arrangements, or the social
contexts in which the adoptions took place resulted in non-significant findings for all variables
that were considered (see Table 19). Therefore, the variable findings with regard to the
relationship between level of perceived social support and PTGI score between the samples
cannot be accounted for within the scope of this study.
Impact of timing. When considering the impact of timing of perceived social support on
PTGI scores, a mixture of results was found, with significant results for SST2 for both samples
and SST1 for Sample 2 and non-significant results for SST1 for Sample 1 (see Table 14). The
results for SST2 for both samples showed a mixed relationship between current level of
perceived social support and PTGI scores (see Table 15), with Group 2, the mildly unsupported
group, in Sample 1 and Group 1, the moderately to very unsupported group, in Sample 2 having
higher PTGI scores than anticipated. For Sample 1, the currently mildly unsupported group
(Group 2) showed the highest level of posttraumatic growth. Similarly, for Sample 2, the
currently moderately to very unsupported group (Group 1) showed the second highest level of
posttraumatic growth. It was interesting to find that the same trend of the mildly unsupported or
moderately to very unsupported groups showing higher than anticipated levels of growth did not
arise in the SST1 x PTGI analysis for Sample 2 (see Table 15). While it is possible that these
non-linear findings related to current level of perceived social support is due to effects from
other variables, statistically significant results of interactional effects were not found for all
demographic factors that were considered (see Table 18). It is more likely that those first mothers
who were included in these unsupported groups for the two samples had more experiences that
have encouraged internal growth in order to cope with current life circumstances and/or have a
greater awareness of the ways in which they have been subtly, or not so subtly, unsupported in
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their identities as first mothers by others. This finding is consistent with the theory that “the more
an event disrupts a person’s life, the more potential it has to change the person, with some
individuals ultimately benefitting from the experience and others ultimately succumbing to it”
(Updegraff & Taylor, 2000, p. 19).
Impact of type. When considering the impact of type of perceived social support on
PTGI scores, a mixture of results was found, with significant results for SSIT for Sample 2 and
non-significant results for SSIT for Sample 1 and for SSFT for both samples (see Table 14). The
results for SSIT for Sample 2 showed an overall indirect relationship between level perceived
informal social support and PTGI scores (see Table 15), with Group 1, the moderately to very
unsupported group, having higher PTGI scores than anticipated. Consistent with the findings
related to the impact of timing of perceived support on PTGI scores, there were no interactional
effects that could account for the anomaly in findings between SSIT and PTGI scores. It is likely
that those first mothers from Sample 2 who were included in the moderately to very unsupported
group for total perceived informal support throughout the adoption and years since (SSIT) have
experienced a greater number of situations and life circumstances that have led to additional
internal growth in order to adequately cope and/or they are more keenly aware of the ways in
which they have been unsupported in their identities as first mothers by others.
The General Impact of Perceived Social Support on Posttraumatic Responses: Variable
Results Across Samples
While the overall findings of this study showed a trend toward higher levels of perceived
social support leading to lower levels of impact of stress from the adoption process and higher
levels of posttraumatic growth, these findings did not consistently apply to both samples and/or
groupings by level of perceived support within each sample. The two areas that saw the most
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robust findings to support the impact of perceived social support on posttraumatic responses in
first mothers were: (a) the perceptions of formal social support leading to reduced levels of
posttraumatic stress; and (b) the presence, and in some cases the absence, of current perceived
social support leading to higher levels of posttraumatic growth.
Taken together, these findings support the notion that formal social support can act as a
buffer against stress responses in first mothers (Lazarus, 1966; Lazarus & Folkman, 1984) and
general social support can help to promote psychological growth subsequent to stressful and
traumatic events (Calhoun & Tedeschi, 2004). These findings further underscore the notion that
a first mother’s level of stress and suffering, whether due to the effects of the adoption of her
biological infant or due to deficiencies in the level of social support that is currently offered by
others, does not preclude her from also experiencing posttraumatic growth at the same time. For
some first mothers who have very little support from others, the experience of psychological
growth is heightened as they explore the ways in which their preexisting expectations and
schemas of themselves, others, and the world are challenged. For these women, the lack of social
support subsequent to the trauma becomes a catalyst for internal reflection and rumination,
which results in a restructuring of their personal schemas and narratives in a way that is more
meaningful and more inclusive of all of their lived experiences, trauma and growth alike.
Availability and Use of Formal Supports Focused on the Experiences Related to Adoption
The availability of the four formal social supports (i.e., medical care, mental health care,
online support, and pastoral care) that were explored in this study varied greatly for first mothers
across the phases of the pregnancy and adoption processes. The general trends for both samples
showed decreases over time for all but online support (see Table 20).
Medical care, use, and likelihood of use. Just over 81% to 86% of participants from
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each sample indicated that medical care was available to them during their pregnancies and the
births of their infants (see Table 20). Conversely, near 16% to 20% of each sample of
participants reported having medical care available to them now (see Table 20). Around 36% to
43% of first mothers from each sample, who have had medical care available to them, reported
that they regularly used such services (see Table 21). For those first mothers who have not had
access to medical care, around 65% to 69% of each sample indicated that they would be likely or
very likely to use such services if they were made available (see Table 22). While these findings
are fairly positive regarding women’s access to medical care while pregnant and/or giving birth,
they show a continued gap in medical care for some pregnant women and a significant lack of
continuing availability of medical care over time. As one participant noted, “immediately after
placement, all the support goes away.”
Mental health care, use, and likelihood of use. Just under 29% of Sample 1 participants
and just over 46% of Sample 2 participants reported having access to mental health care during
their pregnancies and the births of their infants (see Table 20). These numbers dropped to
approximately 16% to 20% for each sample for current access to mental health care (see Table
20). Of those first mothers who have had access to mental health care, around 43% from both
samples indicated that they somewhat used such services over time and around 30% from both
samples reported that they did not use such services at all (see Table 21). For those first mothers
who have not had access to mental health care, around 64 to 76% from each sample noted that
they would be likely or very likely to utilize such services if they became accessible (see Table
22).
One participant lamented, “I wish I could afford mental health services. Even with my
insurance my co-pay and deductible is too high.” These findings related to mental health care
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highlight the lack of access to adequate care for expectant mothers and the dwindling availability
over time despite what many first mothers describe as a “lifetime of ambiguous grief,” which can
escalate to feelings of unrelenting “shame, guilt, relationship difficulties, trust issues, low
self-esteem, anxiety, and depression” for many, and even suicide attempts for some. They further
show the hesitation of many first mothers to utilize mental health services. Participants noted that
this hesitation can be due to the stigma that is associated with “needing therapy,” societal
pressures to be “fine” after placing an infant for adoption, and/or being frustrated with not
feeling understood by mental health care providers. Participants noted, “even though counseling
was available the practitioners available were not competent in adoption issues,” “the lack of
training or personal knowledge of adoption with therapy/counseling makes it hard to feel
comfortable speaking to someone about what I’m going through,” and “so much of what I had to
deal with being a birth mother was blamed on other issues in my life and I did the blaming
myself too.” Another recounted her experience with mental health practitioners as she was
seeking support around an unexpected pregnancy,
Rather than being called expectant mother, I was called “birth mother” upon entering the
center, prior to even considering adoption as an option. When I brought up wanting to
parent but was concerned about financials, I was never provided resources by the licensed
social worker on how to access benefits and financial help to parent. When I expressed
concern about going to college while also parenting, I was never provided resources on
the vast amount of scholarships available to single moms, including free childcare. When
I expressed false beliefs that single parents automatically had worse-off children, I was
never challenged on this belief and provided the latest research. When I expressed shame
and was physically hiding in my parents’ home. . . . I was never empowered or asked to
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explore those feelings further, to both reduce the incidence of PTSD from the adoption
placement and ensure I was placing for the reasons conducive to both my and my child’s
wellbeing.
Conversely, participants who have had positive experiences with mental health services
stated, “[Adoption is] so much harder than I could have ever imagined! But with the support of
my APs, counselors, medical providers, and friends, I feel comfortable with my decision,” and
“Birth mother specific counseling is such a must. And every year is different. I was on an
adoption high for the first five years. Then, I went down the rabbit hole and highly critiqued it.
Now, I am ambivalent,” and “Thanks to monthly attendance at support group for the past 17
years and returning to the college where I got pregnant and to the city where I spent five months
of my pregnancy and gave birth, much healing has taken place.”
Given these conflicting comments made by participants about their experiences with
mental health care services and the reports of underutilization of mental health care services
when available, the way that the topic of adoption is addressed in therapy must be reexamined by
those within the field. Further ideas about where to start are discussed below.
Online support, use, and likelihood of use. Just under 8% of Sample 1 participants and
just over 17% of Sample 2 participants indicated that online supports were available to them at
the time of their pregnancies and births of their infants (see Table 20). Both samples saw an
increase in access to online support over time with around 26% of participants having access to
such supports currently (see Table 20). Despite having similar trends in availability of online
support, the two samples differed in their use of such forms of support. For Sample 1, 23% of
those who had access to online support used it regularly, and another almost 24% used online
support often (see Table 21). For Sample 2, 26% of those who had access to online support used
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it regularly, while nearly another 29% did not use online support at all. Despite these differences
in use patterns between the two groups, of those who did not have access to online support from
both samples, around 50% indicated that they would be very likely to use them if they were
available (see Table 22). These availability and use trends indicate that online support is a viable
avenue to provide support for some, but not all, first mothers.
Pastoral care, use, and likelihood of use. Around 17% to 22% of participants from each
sample indicated that pastoral care was available to them during their pregnancies and births of
their infants (see Table 20). That level of access has dropped somewhat, as around 10 to 15% of
participants from both samples reported having current access to pastoral care (see Table 20). Of
those who had access to pastoral care, around 68% of participants from both samples indicated
that they have not used such services (see Table 21). Of those who have not had access to
pastoral care, around 61% of Sample 1 and just under 38% of Sample 2 indicated that they would
be unlikely to use such services if they were offered (see Table 22). Interestingly, another 24% of
participants from Sample 2 who did not have access to pastoral care indicated that they would be
very likely to use such services if they were available and only 14% of participants from Sample
1 indicated that they would do the same (see Table 22). These use trends for pastoral care
indicate that the vast majority of first mothers are not interested in having such services available
and, conversely, that a minority of first mothers may be very likely to use such services if they
were available to them. This difference in use or likelihood of use continues to highlight that the
supports around the experiences of adoption that are wanted or are viewed as most important
vary from one first mother to the next based upon her personal preferences and needs.
Limitations of the Study
Data collection and access. Given that the study was performed exclusively online,
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those who do not have access to the Internet or have limited access to the Internet were likely
underrepresented in the data pool. In order to gain insight into the experiences of those first
mothers who do not have access to the Internet for one reason or another, the study would have
benefited from a paper-based copy of the survey being disseminated within the first mothers’
community. However, reaching first mothers who do not have access to the Internet brings its
own complications related to finding first mothers within society at large.
Generalizability. Although the demographics of the participant samples were heavily
skewed toward Caucasian, non-Hispanic, and Christian affiliated populations, this distribution of
first mother demographics is consistent with previously found nationwide data on characteristics
of first mothers. Before 1973, 19.3% of never married Caucasian women in the United States
relinquished their infants to adoption, and this number had declined to 0.9% by 1995 (U.S.
Department of Health and Human Services, 2005). During that same span of time, never married
Black women were found to relinquish infants to adoption at a rate of 1.5% prior to 1973 and at a
rate of near 0% by 1995 (U.S. Department of Health and Human Services, 2005). Similarly, rates
of relinquishment for single Hispanic women were consistently less than 2% (Evan B.
Donaldson Adoption Institute, 2002). Despite this study’s participant pool being consistent with
demographic distributions within the first mother population, the results of this study should be
interpreted and applied to diverse racial, ethnic, and religious populations with caution due to the
potential for social contexts to vary widely across these domains.
Individual differences, even within the Caucasian, non-Hispanic, and Christian
communities, should be considered when working with any expectant parent or first parent, as no
two parents experience the impending birth and/or adoption of their infant in the same way or
live within the same social context. From the variety of views that were expressed by participants
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in this study, it is clear that what each expectant parent or first parent needs with regard to
support is very particular to that individual, their relationships with others, their relationships
with their infants, and their current and past life circumstances and experiences. In working with
any expectant parent or first parent, it is best to directly and fully assess the support needs of the
individual rather than making assumptions about what he or she may need given his or her
current experiences within the adoption process.
Study design quantitative versus qualitative or mixed methods. Due to the
quantitative design of the study, the amount of space for participants to relay the many complex
nuances of their experiences as first mothers was limited. Some participants found this study
design to be frustrating because of the limited number of responses that were available for each
question and the limited amount of space that was provided to freely share any additional
comments about their experiences as first mothers. Participants noted, “After finishing [the
survey] I didn’t feel like the questions asked and the available options to respond were able to
capture the full truth behind my life,” and “Adoption needs much more study than goes beyond
the anecdotal…my answers are way too complicated to be reduced to ‘agree’ or ‘strongly
agree,’” and “This space couldn’t possibly hold all the bulls*** that is adoption.” One participant
commented that, “Some of the questions had to be answered in two ways. This is not unusual for
adoption stories,” and another went on to further explain,
The state of one’s adoption situation is not representative of the quality of the adoption
itself…For example, I personally love my daughter and her adoptive parents but hate the
adoption. That is not necessarily something that causes dissonance for many of us.
This study may have benefitted from a more mixed methods approach to the topic given the
frustrated responses of participants to the forced choices of language used in this quantitative
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study versus the flexibility of expression that would be available in a more qualitative format. It
is believed that a balance of quantitative and qualitative methods would be most beneficial in
subsequent studies on first mothers because of the need to balance a continued expansion of
quantitative data on the first mother community, which has been largely lacking from the
existent literature, with the need of first mothers to be free to tell their stories in their own words.
Impacts of terminology and study alterations. Due to the use of terms such as “birth
mother” and “chose to place” or “voluntarily chose to place,” some potential participants may
have felt discouraged from participating or felt uncomfortable participating in this study. During
the data gathering process, it became very clear that the preferred terminology when referring to
a woman who has given birth to an infant and has not raised that infant due to the infant being
adopted varies from person to person. It was also apparent that use of a term that a potential
participant found to be offensive (i.e., “birth mother”) in one way or another impacted their
willingness to participate in the study or complete the study once they had begun the process.
Similarly, participants and potential participants varied in what terminology they preferred to use
to describe the act of their infants being adopted. It quickly became clear that the use of terms
that may have unintentionally indicated the absence of force or coercion during the process of
pursuing adoption or not (i.e., “chose to place” or “voluntarily chose to place”) were found to be
off putting by some who had looked at the website for the study, especially those who “felt that
there was no choice, and there really wasn’t” in their decision to place their infants for adoption
or not. The second iteration of the study attempted to rectify these issues with terminology and
other points that lacked clarity of intent throughout the survey. These amendments to the study
are likely to have caused some of the differences in findings between Sample 1 and Sample 2.
Due to the aim of the study to look at the psychological growth of first mothers
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post-adoption, some participants felt that the survey was “biased” toward the “assumption of
improved life experiences through adoption.” One participant highlighted her frustration with the
PTGI saying,
There was no option for having negative outcomes in those areas based on the adoption
experience, such as having less religious belief. There were no negative life experiences
listed to rate if birthmothers encountered them as a reaction to the adoption experience.
Given these critiques, the study would have benefitted from more transparency about the
intended research aim related to growth—being to look at the potential room for psychological
growth after experiencing the potentially traumatic event of adoption—rather than psychological
growth outside the context of earlier trauma, which could in fact insinuate improved life
experiences through adoption.
Is Posttraumatic Growth a Worthy Lens for Studying the Experiences of First Mothers?
While the stressful and traumatic aspects of first mothers’ experiences with adoption have
been the focus of the majority of research that has been done in this area (Evan B. Donaldson
Institute, 2007; Newton Verrier, 1993; Pertman, 2011; Soll, 2000) to date, no other known
studies have researched the presence or absence of posttraumatic growth responses in women
from this population. The literature has shown that posttraumatic growth responses do not have
to be mutually exclusive from posttraumatic stress responses (Calhoun & Tedeschi, 1998). As
such, it is possible for a first mother to simultaneously experience a posttraumatic stress response
and a posttraumatic growth response subsequent to the relinquishment of her infant to adoption.
A number of studies on childbirth, the stressors of childbirth, and the possible
posttraumatic growth reactions have shown that parents’ responses to the births of their infants
are frequently a combination of stress and growth responses (Büchi et al., 2007; Sawyer &
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Ayers, 2009; Spielman & Taubman-Ben-Ari, 2009). In a study of 219 women who had given
birth within the three years prior to participating in the study, 50.2% showed at least a moderate
degree of posttraumatic growth (Sawyer & Ayers, 2009). Similarly, in a different study,
first-time parents of infants who were born prematurely reported having higher levels of growth
after the birth of their infants than their full-term counterparts (Spielman & Taubman-Ben-Ari,
2009). In yet another study, Australian mothers who had had an extremely premature infant die
reported having more intense grief and more profound posttraumatic growth than their father
counterparts (Büchi et al., 2007).
Given the findings of these studies on other groups of mothers and the results of this
study, all of which support the presence of posttraumatic growth responses in mothers after a
stressful event related to the births of their infants, it is my impression that posttraumatic growth
is a worthy lens for researching women within the first mother population. Due to the continuum
of experiences that first mothers have with adoption and the years that follow, using the lens of
posttraumatic growth should be done so in a way that allows first mothers to provide their own
language to their experiences with adoption and further allows them to define for themselves the
areas in which they have experienced growth. Without providing ample context in which growth
reactions can occur alongside stress responses and providing first mothers with the ability to
define and delineate their experiences of stress and growth for themselves, first mothers may feel
that aspects of their experiences are being dismissed or ignored by those attempting to do
research or work within this community. Therefore, those working or doing research on
posttraumatic growth in the first mother community would be wise to heed the power of
language, which is discussed further below.
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A Final Note on the Power of Language and Its Impact on the Study Process
Just as language shapes the meaning behind all communication (Gergen, 2009; Kamya,
2007), language impacted every step of this study process. The depths of this impact only
became apparent as participants shared their stories about adoption and provided feedback about
the survey taking process. The areas where language was shown to be a stand-alone finding
within the course of the study were noted in: (a) the power that word choices have in silencing or
enhancing the narratives of participants; (b) the meaning that individuals attach to and the
preferences that they have for particular titles and/or names of acts; and (c) the societal norms
that dictate how someone “should” respond to and/or feel about particular events that have
occurred in their lives.
The power dynamics of language. The stories of adoption relayed by first mothers who
participated in this study spanned the continuum of possibilities. Due to this breadth of
experiences, it was easy to find alternative stories to nearly every story that was told by the
individual participants. First mothers differed in their views on everything from whether or not
they actively chose adoption, to their own life outcomes, to the course that feelings of pain have
taken in the years since the adoptions took place, to whether or not they would choose adoption
again given the opportunity to relive their pregnancies.
Regarding whether or not adoption was a choice, one participant stated, “Everyone
expects me to be happy about it because my son is healthy and happy. No one wants to own up
to their part of the coercing that took place during the pregnancy,” while another indicated,
I think about everything I did, didn’t do, and could have done. How things could be
different…But, I know I made the best decision. I’m proud of myself to an extent, but
I’m also disappointed. Being a birth mother is undeniably not for the weak willed. You
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have to be stubborn and fight for your next day.
Similar differences in experiences arose in the outcomes of the first mothers’ lives; one
participant described her life as, “All my decisions after the adoption were poor ones, and I feel
that I was hell-bent on destroying myself,” while another participant stated, “I’m successful in
my career and have a lovely family, but I’ll always be broken.” Regarding the course that
feelings of pain have taken over the years since the adoptions took place, some participants told
stories like, “I have grieved the loss of my child for the past 53 years. Even though we are
reunited, and have an excellent relationship, this does not mitigate my loss of her as my own
child,” while others felt, “Adoption had a profound impact on my life until the day I reconnected
with my birth daughter.” Still others felt that, “Reunification has been harder than the initial
adoption process and all the years in between…Sometimes reuniting is better left undone.” In
reflecting on the adoptions of their biological infants, one first mother indicated, “I wish I could
take that horrid decision back from my 20-year-old self,” another noted, “If I had the opportunity
to make the choice myself, without societal and parental pressure, I would have kept her.” While
another indicated, “As sad and painful and hard as placing is, I haven’t had any regrets. They’re
with their eternal family,” and yet another reported, “I still think I made the right choice for
where I was at in my life back then.” Despite these different points of view, all of these stories
were true for those who told them and are continuing to live them.
In this context of such a diverse community of voices, it was important for me as the
researcher to acknowledge the power dynamic of dominant narratives versus alternative
narratives and to ensure that the language of the study did not prioritize one accurate
representation over another alternative, yet also accurate, representation. The difficulty of
balancing the language of this study, so as to not promote one narrative over another, was
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increased by the structure of the study and the online medium in which it took place. The
quantitative structure of the study forced me to make choices about the titles, terms, and response
options to describe first mothers, their experiences, and their actions and prevented participants
from being able to choose the words that matched their views of what was accurate to their
experiences for themselves. The online venue for this study furthered the forced choice of
language because the written format did not allow for the language to be altered or expanded
upon in a way that might have taken place in another interview style format. Thus, a second
power dynamic was highlighted between my choices in language as the researcher and the
participants’ preferences in language, which were sometimes in line with my initial choices and
sometimes not.
The vehicle through which I sought to keep my own power within this dynamic between
researcher and participant in check was in adopting an open and willing stance toward heeding
and incorporating participant feedback about language choices and response options as needed.
As issues arose about the language that was used in the study to describe participants’ titles, the
descriptions of their actions, and the possible responses to such acts, incorporating the feedback
gathered from participants about word usage and survey structure became essential in ensuring
that my future language choices provided more inclusive and accurate descriptions of all
participants’ experiences as the study process progressed.
The language of titles and descriptions of acts. One particular area where the impact of
language arose was in the titles that were used to refer to participants and the ways in which their
acts were described. The original version of the survey for this study utilized the title of “birth
mother” to refer to those women who have experienced the adoption of their biological infant
and used the terms “voluntarily placed,” “chose to place,” or “placed” the infant to describe the
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act of adoption (see Appendix B for original form of Informed Consent). While some of the
participants found this title to be “offensive” and “disempowering,” others indicated that the title
was accurate to their views of their identities. Similarly, while some of the participants indicated
that they “did not choose to give up [their infants],” others indicated that they
“RELINQUISHED [their infants]” rather than placed them, and still others spoke of actively
choosing to pursue adoption for their infants because they felt it was the “best decision for
[them].”
Attempts were made to make the language of the survey more inclusive of the full range
of preferences and experiences of participants by defining what was meant by the terms of “birth
mother” and “placed” and removing all direct indications that the act of adoption was a
voluntarily or actively chosen one (see Appendix B for amendments to the Informed Consent).
Yet, as feedback was received from participants in the second sample, it became clear that these
changes were still insufficient in their level of accuracy and inclusiveness of some participants’
experiences. I was once again left with facing the two power dynamics of: (a) using terminology
that feels inaccurate to the study participants but is widely used within the adoption research
literature and is easily recognized by professionals in related fields; and (b) emphasizing one
story at the detriment, and potential silencing, of another.
Thus, I chose the middle ground in both situations. The title “first mother/birth mother”
was used to introduce the study and make it recognizable to professionals in the field, while the
title “first mother” was used for the remainder of the document to refer to the role of the study
participants within the adoption triad because the majority of the participants could agree that
this term was accurate and not offensive. Similarly, the terms placed and relinquished were used
interchangeably within the document without any intended connotation about the presence or
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absence of force or coercion in the act of adoption in order to show the wide variety of
experiences of first mothers, which spanned the continuum from actively choosing adoption to
having no say in the matter and being forced down the path of adoption by others.
The language of stress and growth. The other particular area where the impact of
language became apparent was in the wording and response options that were made available for
the measures that were used to look at the first mothers’ psychological responses after the
adoption took place. The pre-existing measures that were included in the survey each looked at
one type of psychological response; the IES looked for stress reactions (see Appendix F), and the
PTGI looked for experiences of psychological growth (see Appendix G). The IES had options to
indicate how present a stress response was in one’s life, while the PTGI had options to respond
to how much growth had been experienced in a particular area of one’s life. Both measures
offered a “not at all” option, but neither measure offered response options that would allow the
participants to state that they had the exact opposite reaction to the given item. Yet, those
participants who provided feedback about the structure of these measures were frustrated by the
lack of option to respond with a stress response to possible areas of psychological growth but not
by the lack of option to respond with a growth reaction to possible areas of stress. This finding
seemed to be rooted in the: (a) historical social norms around how a first mother “should”
respond to the adoption of her biological infant (Soll, 2000); and (b) false dichotomy that an
event that has caused a person to suffer cannot also cause the same person to grow
psychologically by way of gaining a fuller and more nuanced understanding of themselves, their
relationships with others, and life in general (Calhoun & Tedeschi, 2006).
As one participant described it, society has long told first mothers that “[they would]
move on from [their] adoptions and be fine,” but as another participant noted, “it always feels
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like you’re walking around with a hole in your heart and nothing can really fill it.” Given this
dynamic between a society that promotes the institution of adoption, the practices of which have
not always been completely honest or fair toward those who are relinquishing their infants, and
those first mothers who are trying to cope with their sometimes less than ideal experiences
related to adoption, it is unsurprising that some participants responded to the growth survey with
such frustration. For those who have felt nothing but pain from their adoption experiences, the
study’s implication that one could have a growth experience subsequent to placing an infant for
adoption likely felt disempowering, or as one participant described it, “I wish we were taken
seriously.” Conversely, those first mothers who have had more positive experiences with
adoption or have gained a fuller view of life due to the adoption and have found it difficult to
discuss the areas of growth in their stories because of the strong counter-narrative within the first
mother community of continuing to feel nothing but loss and pain likely found this portion of the
survey to be empowering and supportive of an often looked over aspect of their personal
narratives.
It is of note that only five of the 202 survey participants who completed the IES indicated
that they had experienced none of the stress responses that were listed on any level, and only four
of the 189 survey participants who completed the PTGI indicated that they had experienced none
of the growth responses that were listed at any level. These statistics show that the vast majority
of first mothers experienced a combination of stress and psychological growth reactions
subsequent to the adoptions of their biological infants. Yet, the language surrounding the impact
of adoption continues to far too often be divided along the lines of entirely “good” or entirely
“bad” and of not allowing stress responses and growth reactions to coexist without negating one
another within first mothers’ lives.

FIRST MOTHERS/BIRTH MOTHERS

88

The ways in which language has impacted this study give yet a small sample of the ways
that language can impact the lives of first mothers on a day-to-day basis. Therefore, when
working within the first mother and adoption communities, it is essential to be consciously aware
of the ways in which power can be wielded, by society as a whole or by dominant members of a
given societal subgroup, in an effort to negate the experiences of those who have less power and
to work toward using more inclusive language that allows for the whole spectrum of first mother
experiences to be shared.
Implications and Applications of Findings: The Need for Additional Supports and More
Consistent and Ethical Practices Surrounding Adoptions
As one participant highlighted,
Adoption…[disproportionately] affects the most vulnerable women in our society—the
poor, those without a voice, the lower class, the young…Don’t believe that adoption is
just about superficial “lack of services.” [In many cases,] it is about a woman lacking the
resources, support, and belief in herself to know that she is the only person her baby
needs.
Although social policies and attitudes toward adoption have changed over the years, this research
underscores that more must be done. In particular, changes need to be made in the ways the
needs of expectant mothers and first mothers are handled by professionals working in the area of
adoption. As one participant noted, “I wish I had as much information then as there seems to be
available now on adoption so that I would’ve made different choices.” Another lamented, “Not
ONE person told me I could parent. In fact, adoption never entered into my mind on my own.”
Yet another first mother indicated, “Services I made use of after adoption were paid for full
price—out of pocket. If I didn’t, I would have had NO help. The support I had before adoption
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was support FOR adoption, not for me.”
Evidence from this study showed that mean IES scores for all levels of perceived social
support from both samples fell above the cutoff for a moderate to severe impact, that levels of
perceived formal social support were found to have an indirect relationship to posttraumatic
stress responses in first mothers (p = 0.007 and p = 0.032, respectively, for Samples 1 and 2; see
Table 12), and that 53.54% of Sample 1 participants and 38.96% of Sample 2 participants
indicated that they did not have/have not had access to mental health care throughout the
adoption process and the years that have followed (see Table 20). Taken together, these findings
indicate a very high level of unmet need for services.
In particular, on state and agency levels, laws and policies governing adoptions need to
include stipulations for making sure that expectant mothers are fully informed in writing of their
legal rights as parents and have access to affordable, if not free, unbiased mental health services
prior to signing any agreements to terminate parental rights (Evan B. Donaldson Adoption
Institute, 2007). Similarly, in cases in which an adoption has occurred, state and agency laws and
policies governing adoptions should include stipulations for making sure that first mothers have
access to ongoing, affordable, unbiased mental health services and have legal protections
regarding their rights within the contractual arrangement with the adoptive family (Evan B.
Donaldson Adoption Institute, 2007).
At the professional and clinic levels, changes to the way the mental and social health of
expectant parents and first parents are handled would ideally include medical and mental health
professionals receiving formal training in adoption services. When 224 directors of clinical
training programs were asked, only 4.8 to 16.3% indicated that their programs offered specific
course work in adoption (Weir, Fife, Witing, & Blazewick, 2008). Mental health professionals
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trained in the area of adoption would ideally help expectant mothers to explore the array of
emotions and thoughts they may be having about their pregnancies, what it might look like to
parent, abort the pregnancies, or place the infants for adoption, and what course for the future
they feel is best for themselves and their infants. Professionals trained in the area of adoption
would also disseminate more accurate, complete, and unbiased information to all expectant
parents on: (a) the local and government-based resources that are available to low-income
individuals, those struggling to complete their education, and/or those struggling to find or
maintain adequate employment; (b) the resources available to help those in abusive relationships
find safe housing alternatives; and (c) the short-term and long-term outcomes of infants and first
parents post-adoption (Evan B. Donaldson Adoption Institute, 2007).
With these changes, expectant parents would be able to make more informed decisions
about whether or not to pursue adoption. After all, as one participant stated, for many expectant
parents facing an unexpected pregnancy,
Adoption [is] a permanent solution to a temporary problem. Wish I had a non-biased
advocate to show me what my life would have looked like if I had chosen to parent.
Being in crisis mode, you can’t see the forest through the trees.
Changes to the way that the mental and social health of first parents are handled by
professionals would similarly include: (a) changing the way that parental status is referred to in
all documentation or communication to include those who have had an infant but are not raising
him or her, (b) promoting terminology that is unbiased when referring to those who have
experienced adoption and its subsequent impacts and the experiences surrounding adoption,
(c) having access to ongoing check-ins with medical providers regarding any physiological
changes or complications that may take place after giving birth, and (d) having access to ongoing
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formal mental health interventions. While no formal post-adoption interventions have been
developed for first parents to date, such mental health interventions would include elements of
acknowledging the first parents’ (a) complex feelings related to the adoption, (b) their identities
as parents, (c) the impact of the adoption on their emotional state and their relationships with
others, and (d) the ongoing triggers related to the adoption within the first parents’ lives (Evan B.
Donaldson Adoption Institute, 2007; Wiley & Baden, 2005).
Given their positions—as teachers and citizens, those in the mental health field, and other
fields related to adoption—all professionals can work toward advancing the social and
psychological wellness of first parents through formal and informal advocacy efforts aimed at
reducing social stigma and strengthening and streamlining state laws and social policies
surrounding adoption. Professionals can work toward such aims by seeking out additional
training in adoption counseling and doing research on adoption and the long-term impacts on
first parents. As teachers, these individuals can work toward such aims by integrating adoption
research into all courses related to family systems; acknowledging family structure and/or status
within the adoption triad as a form of multiculturalism to be discussed in courses on diversity;
and facilitating more conversations with lay people, graduate students, and professional
colleagues alike about the social practices that perpetuate poverty. As citizens, these individuals
can work toward these aims by advocating for a system of services that supports those in poverty
which is easier to navigate than the current inconsistent and piecemeal system that exists;
backing and voting for social policies that would promote physical, emotional, and sexual safety
within relationships and families; promoting comprehensive education around and access to
affordable and scientifically proven family planning services for all people; and advocating
and/or voting for laws and policies that protect the rights of expectant parents to parent their own
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infants, to decide whether or not to place an infant for adoption without being coerced or forced
into doing so by any person or entity outside of the judicial system for any reason, and to
continue to have access to or contact with their child as delineated in the adoption agreement in
the years that follow.
Areas for Further Study
While a large number of memoirs and anthologies of first parent experiences have been
written, further formal research on individuals within the first parent community and their
psychological outcomes are still needed. First father research is particularly lacking from the
existent literature and is in great need of further focus.
Social support and psychological outcomes. Additional studies about first parents’
long-term psychological outcomes are necessary to continue to delineate the possible trajectories
of their experiences related to adoption as they progress through all of the stages of the adoption
relationship. Having a better understanding of the points of most leverage that occur throughout
the process of determining whether or not to place an infant for adoption, and the years that
follow that decision, would lead to ensuring more positive long-term psychological outcomes
and would benefit expectant parents, first parents, and the professionals who are working to
support their psychological and physical growth alike. Studies that could particularly highlight
these points would be longitudinal studies that follow a group of expectant parents and look at
the decisions they make regarding their pregnancies (i.e., abort the pregnancy, place the infant
for adoption, or keep the infant and raise him or her themselves), their reasons for making such
decisions, what supports were available to them or used by them, and their outcomes around
psychological stress and psychological growth at various points in the years that follow the
pregnancies.
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Availability and development of formal social support resources. Further research
into the formal social structures that exist or are lacking and contribute to expectant parents
feeling forced or coerced into pursuing adoption is also needed. Ideally this form of research
would take place on multiple levels that look at national, state, local, and agency policies
regarding support services that may impact the choice to pursue adoption or not. The services to
be explored could be as wide ranging as mental health care being provided and highly
encouraged during the adoption decision process; to accessibility of welfare programs like
Women Infants Children Program (WIC), low-income housing, and/or college scholarships and
grants; to laws and policies surrounding women’s health issues; and onward to adoption policies
that govern each territory/organization. Such research would explore the impact of these formal
social structures on the long-term psychological and physiological outcomes of first parents and
offer insight into ways that such services, policies, and laws can be further developed to help
support the overall wellbeing of expectant parents and first parents alike.
Professional knowledge and training related to first parent experiences. Upwards of
84% of clinical programs do not offer any specialty training on adoption as part of their
coursework (Weir et al., 2008); other programs may offer as little as an average of eight minutes
per semester covering the topic (Post, 2000). Further research on these lapses in professional
training around adoption need to be conducted in order determine the best ways to ensure that
properly trained practitioners are available to serve the needs of those within the first parent
community. Adoption-based training models have been developed and analyzed by Brodzinsky
(2013), Post (2000), and Weir et al. (2008).
Concluding Thoughts
While this study resulted in variable findings related to perceptions of social support and

FIRST MOTHERS/BIRTH MOTHERS

94

the impact on long-term psychological stress and growth in first mothers, it presented a few
instances in which perceptions of social support played a part in the complex web of influences
on the wellbeing of first mothers. The results from this study have (a) reiterated the inverse
relationship that the presence of perceived formal social supports has on psychological stress
within the first mother population; and (b) highlighted instances in which both sides of the theory
that “the more an event disrupts a person’s life, the more potential it has to change the person,
with some individuals ultimately benefitting from the experience and others ultimately
succumbing to it” can be true (Updegraff & Taylor, 2000, p. 19). It is my hope that this study has
begun to open a wider conversation within the first mother and professional communities about
what formal supports are available to expectant mothers and first mothers and which ones
expectant mothers and first mothers would like to be more available in the future. Further, it is
my hope that the impact of language and the ability to choose how to describe oneself and one’s
experiences has been highlighted and will be heeded by professionals who perform research
within and/or work with members of the first mother community. Lastly, it is my hope that this
study has delineated some avenues by which the professional community can work toward
preventing forced or coerced adoptions from occurring and better supporting those who have
experienced adoption from the first mother perspective so that they too do not “[succumb] to”
the negative effects that can be associated with such a disruptive life event as relinquishing an
infant to adoption (Updegraff & Taylor, 2000, p. 19).
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Appendix A

Recruitment Email for: Online Forums, Support Groups, and Social Media Pages Specific
to Adoption and Adoption Members
Dear Admin,
My name is Megan Lyons. I am a researcher at Antioch University New England,
completing the dissertation research requirements for my Doctorate in Psychology. I am doing an
online study about what it is like to be a birth mother. I will be asking questions about the birth
mother, the adoption, her supports, and her feelings. The study will be open to birth mothers who
have chosen to place an infant for adoption. At the time a birth mother participates, she must be
over the age of 18. The infant must have been placed for adoption at the time he or she was born.
The survey could take up to 30 minutes to complete. Birth mothers will have the chance
to enter their email addresses in a drawing to win one of ten $20 gift cards at the end of the
survey.
I hope you will consider sharing the following link on your site and taking the
survey if you are a birth mother:
https://www.surveymonkey.com/r/birthmotherssocialsupportandtheimpactonlongtermpsychologicalgrowth
If you have any questions about the study, you may contact me via email at _______.
Sincerely,
Megan Lyons, M.S.
Doctoral Candidate, Antioch University New England
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Recruitment Email for Research Listservs
Dear Colleagues,
My name is Megan Lyons. I am a researcher in the Department of Clinical Psychology at
Antioch University New England. I am doing an online study about what it is like to be a birth
mother. I will be asking questions about the birth mother, the adoption, her supports, and her
feelings. For the purposes of this study, a birth mother is considered to be a person who has
chosen to place an infant for adoption. At the time a birth mother participates, she must be over
the age of 18. The infant must have been placed for adoption at the time he or she was born.
The survey could take up to 30 minutes to complete. Birth mothers will have the chance
to enter their email addresses in a drawing to win one of ten $20 gift cards at the end of the
survey.
I hope you will consider sharing the following link as you see fit and taking my
survey if you are a birth mother:
https://www.surveymonkey.com/r/birthmotherssocialsupportandtheimpactonlongtermpsychologicalgrowth
If you have any questions about the study, you may contact me via email at _______.
Sincerely,
Megan Lyons, M.S.
Doctoral Candidate, Antioch University New England
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Appendix B

Informed Consent Version 1 (Pre-Amendment, Sample 1)
Birth Mother Social Support and Impact Study
My name is Megan Lyons. I am a clinical psychology doctoral student at Antioch
University New England. I am doing a study about what it is like to be a birth mother. A birth
mother is a person who has chosen to place an infant for adoption.
I will be asking you questions about you, the adoption, your supports, and your feelings.
The online study is open to birth mothers who have chosen to place an infant for adoption. At the
time you participate, you must be over the age of 18. The infant must have been placed for
adoption at the time he or she was born.
This study will help mental health workers to better serve the needs of birth mothers in the
future. There is no direct benefit to you at this time. As a thank you for your time, you will have
the chance to win one of ten $20 gift cards. Placing an infant for adoption can be a stressful
process. There is a risk that some of these questions could be upsetting. If you become upset,
please contact your local mental health worker or family doctor for help. All data gathered by
this study will not be able to identify you in any way.
You can choose to stop the survey at any time. You may leave any question blank. The survey
could take up to 30 minutes to complete.
You will have the chance to enter your email address in a drawing to win one of ten $20 gift
cards at the end of the survey. All emails will be kept private in a password protected file and
will only be used for the drawing. The list of emails will be deleted at the end of the study. Gift
card winners will find out by email. Gift cards will be sent by mail.
If you have any questions about the study, you may contact Megan Lyons at xxx-xxx-xxxx.
If you have any questions about your rights as a research participant, you may contact
Kevin Lyness, Chair of the Antioch University New England Institutional Review Board, at
603-283-2101, or Melinda Treadwell, Provost, at 603-283-2444.
¨   I have read and understand this information.
¨   I am at least 18 years of age at this time.
¨   I have voluntarily placed an infant for adoption, and the adoption was not forced to occur
by court order.
¨   The infant was placed for adoption at the time of his or her birth.
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Informed Consent Version 2 (Post-Amendment, Sample 2)
(*Note: Changes from the previous document are underlined to highlight the difference only)
Birth Mother Social Support and Impact Study
My name is Megan Lyons. I am a clinical psychology doctoral student at Antioch University New
England. I am doing a study about what it is like to be a birth mother. A birth mother is a person who
has placed an infant for adoption.
(Please note: The term "birth mother" is used to refer to a woman whose biological infant has been
adopted. The term "placed" is used to refer to the action of adoption of that biological infant. It is
understood that some women prefer to be called "first mother", "natural mother," or simply as "mother.”
It is also understood that some prefer to describe the act of adoption as "given up" or "made an adoption
plan." Adoption is a complex experience. It is understood that single terms can not fully explain it. The
terms that are used were chosen because they are widely recognized by professionals.)

I will be asking you questions about you, the adoption, your supports, and your feelings. This study is
looking at a segment of adoption circumstances and the ways that the social supports that are present
or absent for the birth mothers may impact them in long-term ways.
The online study is open to birth mothers who have chosen to place an infant for adoption. At the
time you participate, you must be over the age of 18. The infant must have been placed for adoption
at the time he or she was born.
This study will help mental health workers to better serve the needs of birth mothers in the future.
There is no direct benefit to you at this time. As a thank you for your time, you will have the chance
to win one of ten $20 gift cards. Placing an infant for adoption can be a stressful process. There is a
risk that some of these questions could be upsetting. If you become upset, please contact your local
mental health worker or family doctor for help. All data gathered by this study will not be able to
identify you in any way.
You can choose to stop the survey at any time. You may leave any question blank. The survey could
take up to 30 minutes to complete.
You will have the chance to enter your email address in a drawing to win one of ten $20 gift cards at
the end of the survey. All emails will be kept private in a password protected file and will only be
used for the drawing. The list of emails will be deleted at the end of the study. Gift card winners will
find out by email. Gift cards will be sent by mail.
If you have any questions about the study, you may contact Megan Lyons at xxx-xxx-xxxx. If
you have any questions about your rights as a research participant, you may contact Kevin
Lyness, Chair of the Antioch University New England Institutional Review Board, at 603-2832149, or Melinda Treadwell, Provost, at 603-283-2444.
¨  
¨  
¨  
¨  

I have read and understand this information.
I am at least 18 years of age at this time.
The adoption was not forced to occur by court order.
The infant was placed for adoption at the time of his or her birth.
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Appendix C

Demographic Information
1.  

What year was the infant placed for adoption? ______

2.  

What was your age when the infant was placed for adoption? _____

3.  

What type of setting did you live in at the time the infant was placed for adoption?
¨  
¨  
¨  

4.  

Rural
Suburb
Urban

What was the highest level of education you had reached at the time the infant was placed
for adoption?
¨  
¨  
¨  
¨  
¨  
¨  
¨  

Less than high school degree
high school degree or GED
Trade School Certification
Associate’s Degree
Bachelor’s Degree
Master’s Degree
Doctorate Degree

5.  

What was your yearly income level at the time the infant was placed for adoption?
¨  
Less than $15,000
¨  
$15,001 to $25,000
¨  
$25,001 to $40,000
¨  
$40,001 to $55,000
¨  
$55,001 to $70,000
¨  
$70,001 to $100,000
¨  
more than $100,000

6.  

What was your religion at the time the infant was placed for adoption?
¨  
No Spiritual Practice or Religion
¨  
Agnostic
¨  
Atheist
¨  
Buddhist
¨  
Catholic Christian
¨  
Christian
¨  
Hindu
¨  
Jewish
¨  
Muslim
¨  
Other (please specify) ___________
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7.  

What is your race/ethnicity? (Please mark all that apply)
¨  
African American/Black
¨  
Asian
¨  
Caucasian
¨  
Hispanic/Latina
¨  
Middle Eastern
¨  
Native Alaskan/Native American
¨  
Native Hawaiian/Pacific Islander
¨  
Multi-ethnic/Multi-racial
¨  
Other (please specify) ____________
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Appendix D
About the Adoption Questionnaire Version 1 (Pre-Amendment, Sample 1)
1.   In a sentence or two, what were your reasons for placing your infant for adoption?
_______________________________________________________________________
2.   At the time of placement, what was the amount of contact that was agreed upon with the
adoptive parents?
¨   Very Closed: you know nothing about and have no contact with the adoptive family
¨   Closed: you have no contact with the adoptive family but you know some details about
the adoptive parents
¨   Semi-Open: all contact with the adoptive family happens through a third party
¨   Open: you have direct contact with the adoptive parents and you may or may not have a
few face-to-face visits with the adoptive family each year
¨   Very Open: you have regular direct contact and you have frequent face-to-face visits with
the adoptive family each year
3.   At the time of placement, how satisfied were you with the amount of contact that was agreed
upon?
¨   Unsatisfied
¨   Somewhat satisfied
¨   Completely satisfied
4.   What amount of contact do you have with the adoptive family now?
¨   Very Closed: you know nothing about and have no contact with the adoptive family
¨   Closed: you have no contact with the adoptive family but you know some details about
the adoptive parents
¨   Semi-Open: all contact with the adoptive family happens through a third party
¨   Open: you have direct contact with the adoptive parents and you may or may not have a
few face-to-face visits with the adoptive family each year
¨   Very Open: you have regular direct contact and you have frequent face-to-face visits with
the adoptive family each year
5.   How satisfied are you with the amount of contact that you have with the adoptive family
now?
¨   Unsatisfied
¨   Somewhat satisfied
¨   Completely satisfied
6.   Was your infant’s adoption a closed adoption?
¨   Yes (Please answer question 6a)
¨   No (Move on to next page)
a.   How many years passed between the birth of your infant and the time you regained
contact with him or her? _______ years
We have not reconciled
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About the Adoption Questionnaire Version 2 (Post-Amendment, Sample 2)
(*Note: Changes from the previous document are underlined to highlight the difference only)
1.   In a sentence or two, what were your reasons for placing your infant for adoption?
_______________________________________________________________________
2.   At the time of placement, what was the amount of contact that was agreed upon with the
adoptive parents?
¨   Very Closed: you know nothing about and have no contact with the adoptive family
¨   Closed: you have no contact with the adoptive family but you know some details about
the adoptive parents
¨   Semi-Open: all contact with the adoptive family happens through a third party
¨   Open: you have direct contact with the adoptive parents and you may or may not have a
few face-to-face visits with the adoptive family each year
¨   Very Open: you have regular direct contact and you have frequent face-to-face visits with
the adoptive family each year
3.   At the time of placement, how satisfied were you with the amount of contact that was agreed
upon?
¨   Unsatisfied
¨   Somewhat satisfied
¨   Completely satisfied
4.   What amount of contact do you have with the adoptive family now?
¨   Very Closed: you know nothing about and have no contact with the adoptive family
¨   Closed: you have no contact with the adoptive family but you know some details about
the adoptive parents
¨   Semi-Open: all contact with the adoptive family happens through a third party
¨   Open: you have direct contact with the adoptive parents and you may or may not have a
few face-to-face visits with the adoptive family each year
¨   Very Open: you have regular direct contact and you have frequent face-to-face visits with
the adoptive family each year
¨   Not Applicable
5.   How satisfied are you with the amount of contact that you have with the adoptive family
now?
¨   Unsatisfied
¨   Somewhat satisfied
¨   Completely satisfied
¨   Not Applicable
6.   Was your infant’s adoption a closed adoption?
¨  Yes (Please answer question 6a)
¨  No (Move on to next page)
b.   How many years passed between the birth of your infant and the time you regained
contact with him or her? _______ years
We have not reconciled
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Apppendix E

Support and Resource Questionnaire Version 1 (Pre-Amendment, Sample 1)
1. Think about the people in your life at the time of adoption placement. How supportive were
they about the adoption at that time?
(Mark “N/A” for those you did not have contact with about the adoption.)

N/
A
Birth Father
Your Mother
Your Father
Birth Father's
Parents
Other Family
Member
Friend
Partner (Other
than Birth
Father)
Other Trusted
Person
Social Worker/
Adoption
Agency
Representative
Mental Health
Care Provider
Health Care
Provider
Religious/
Spiritual Care
Provider

Very
Unsupportive

Unsupportive

Neither
Supportive
Nor
Unsupportive

Supportive

Very
Supportive
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2. Think of those who are in your life now and know about your adoption. How supportive
are they about your adoption?
These people DO NOT need to be the same as those in the previous question (i.e., the friend you
think of for this question does not need to be the same friend from the previous question).
(Mark “N/A” for those you do not have contact with about the adoption now.)

N/
A
Birth Father
Your Mother
Your Father
Birth Father's
Parents
Other Family
Member
Friend
Partner (Other
than Birth
Father)
Other Trusted
Person
Social Worker/
Adoption
Agency
Representative
Mental Health
Care Provider
Health Care
Provider
Religious/
Spiritual Care
Provider

Very
Unsupportive

Unsupportive

Neither
Supportive
Nor
Unsupportive

Supportive

Very
Supportive
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3. Did you ever have the option of using any of these services? Please mark ALL OF THE
TIMES that each service was AVAILABLE to you.
(Please note that all times are listed in time from you giving birth (i.e., 1 year = 1 year
after giving birth)).
Pregnancy
to Birth

Birth to
1 Year

1 Year to
5 Years

5 Years to
Now

Unavailable

Medical Doctor Visits
Mental Health Services
Online Support Group
Participation
Pastoral/Spiritual
Counseling
4. How often have you used these services to manage your pregnancy and adoption?
(For those services that were unavailable to you, please mark “unavailable” and move
on to the next item.)
Type of Formal Resource

Unavailable

Unused

Somewhat
Used
Used
Regularly

Used
Often

Medical Wellness Checkups
Mental Health Services
Online Support Group
Participation
Pastoral/Spiritual Counseling
5. For the services that were not available to you, how likely would you be to use them if they
were offered to you?
(For those services that were available to you, please mark “available” and move on to
the next item.)
Type of Formal Resource

Available

Unlikely

Somewhat
Likely

Likely

Very
Likely

Medical Wellness Checkups
Mental Health Services
Online Support Group
Participation
Pastoral/Spiritual Counseling
6. (Optional) Is there anything else you would like to say about what it has been like for you to
be a birth mother? If so, please use the space below. ________________________________
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Support and Resource Questionnaire Version 2 (Post-Amendment, Sample 2)
(*Note: Changes from the previous document are underlined to highlight the difference only)
1. Think about the people in your life at the time of adoption placement. How supportive were
they of you and your experiences as a birth mother at that time?
(Mark “N/A” for those you did not have contact with about the adoption.)

N/
A
Birth Father
Your Mother
Your Father
Birth Father's
Parents
Other Family
Member
Friend
Partner (Other
than Birth
Father)
Other Trusted
Person
Social Worker/
Adoption
Agency
Representative
Mental Health
Care Provider
Health Care
Provider
Religious/
Spiritual Care
Provider

Very
Unsupportive

Unsupportive

Neither
Supportive
Nor
Unsupportive

Supportive

Very
Supportive
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2. Think of those who are in your life now and know about your adoption. How supportive
are they of you and your experiences as a birth mother?
These people DO NOT need to be the same as those in the previous question (i.e., the friend you
think of for this question does not need to be the same friend from the previous question).
(Mark “N/A” for those you do not have contact with about the adoption now.)

N/
A
Birth Father
Your Mother
Your Father
Birth Father's
Parents
Other Family
Member
Friend
Partner (Other
than Birth
Father)
Other Trusted
Person
Social Worker/
Adoption
Agency
Representative
Mental Health
Care Provider
Health Care
Provider
Religious/
Spiritual Care
Provider

Very
Unsupportive

Unsupportive

Neither
Supportive
Nor
Unsupportive

Supportive

Very
Supportive
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3. Did you ever have the option of using any of these services? Please mark ALL OF THE
TIMES that each service was AVAILABLE to you.
(Please note that all times are listed in time from you giving birth (i.e., 1 year = 1 year
after giving birth)).
Pregnancy
to Birth

Birth to
1 Year

1 Year to
5 Years

5 Years to
Now

Unavailable

Medical Doctor Visits
Mental Health Services
Online Support Group
Participation
Pastoral/Spiritual
Counseling
4. How often have you used these services to manage your pregnancy and adoption?
(For those services that were unavailable to you, please mark “unavailable” and move
on to the next item.)
Type of Formal Resource

Unavailable

Unused

Somewhat
Used
Used
Regularly

Used
Often

Medical Wellness Checkups
Mental Health Services
Online Support Group
Participation
Pastoral/Spiritual Counseling
5. For the services that were not available to you, how likely would you be to use them if they
were offered to you?
(For those services that were available to you, please mark “available” and move on to
the next item.)
Type of Formal Resource

Available

Unlikely

Somewhat
Likely

Likely

Very
Likely

Medical Wellness Checkups
Mental Health Services
Online Support Group
Participation
Pastoral/Spiritual Counseling
6. (Optional) Is there anything else you would like to say about what it has been like for you to
be a birth mother? If so, please use the space below. ________________________________
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Appendix F
Impact of Event Scale (IES)1
Below is a list of comments made by people about stressful life events and the context
surrounding them. Read each item and decide how frequently each item was true for you during
the past seven (7) days, for the adoption and its context, about which you are dealing. If the item
did not occur during the past seven days, choose the “Not at all” option. Please respond by
checking the appropriate number that best describes that item. Please complete each item.

Not at all

Rarely

Sometimes

Often

1. I thought about it when I didn't mean to.
2. I avoided letting myself get upset when I
thought about it or was reminded of it.
3. I tried to remove it from memory.
4. I had trouble falling asleep or staying asleep,
because of picture or thoughts that came into
my mind.
5. I had waves of strong feelings about it.
6. I had dreams about it.
7. I stayed away from reminders of it.
8. I felt as if it hadn't happened or wasn't real.
9. I tried not to talk about it.
10. Pictures about it popped into my mind.
11. Other things kept making me think about it.
12. I was aware that I still had a lot of feelings
about it, but I didn't deal with them.
13. I tried not to think about it.
14. Any reminder brought back feelings about
it.
15. My feelings about it were kind of numb.

1

From “Impact of Event Scale: A measure of subjective stress,” by M. Horowitz, N.
Wilner, and W. Alvarez, 1979, Psychosomatic Medicine, 41, 209-218. Copyright 1979 by M.
Horowitz. Reprinted with permission.
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Appendix G
Posttraumatic Growth Inventory (PTGI)2
Indicate for each of the statements below the degree to which this change occurred in your life as
a result of having placed an infant for adoption, using the following scale.
0 = I did not experience this change as a result of the event.
1 = I experienced this change to a very small degree as a result of the event.
2 = I experienced this change to a small degree as a result of the event.
3 = I experienced this change to a moderate degree as a result of the event.
4 = I experienced this change to a great degree as a result of the event.
5 = I experienced this change to a very great degree as a result of the event.
Possible Areas of Growth and Change
1. My priorities about what is important in life.
2. I’m more likely to try to change things which need changing.
3. An appreciation for the value of my own life.
4. A feeling of self-reliance.
5. A better understanding of spiritual matters.
6. Knowing that I can count on people in times of trouble.
7. A sense of closeness with others.
8. Knowing I can handle difficulties.
9. A willingness to express my emotions.
10. Being able to accept the way things work out.
11. Appreciating each day.
12. Having compassion for others.
13. I’m able to do better things with my life.
14. New opportunities are available which wouldn’t have been
otherwise.
15. Putting effort into my relationships.
16. I have a stronger religious faith.
17. I discovered I’m stronger than I thought I was.
18. I learned a great deal about how wonderful people are.
19. I developed new interests.
20. I accept needing others.
21. I established a new path for my life.

2

0

1

2

3

4

5

From “The Posttraumatic Growth Inventory: Measuring the positive legacy of trauma,”
by R. Tedeschi and L. Calhoun, 1996, Journal of Traumatic Stress, 9, 455-472. Copyright 1996
by R. Tedeschi and L. Calhoun. Reprinted with permission.
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Appendix H

Email to Acquire Permission to Use Information Freely Shared by Participants via Email
Dear Participant,
Thank you again for your email. I am contacting you to ask your permission to directly
quote some of the statements you made in our correspondence in my final report. I would like to
use the quotes to add more detail to the findings about birth mother experiences. Although you
are no longer an anonymous participant to me because you reached out via email, I will ensure
that all quotes taken from your email will be done so in a fashion to protect your privacy. The
quotes would not be connected to any of your identifying information in any way.
Please reply to this email by clearly stating yes you agree to me quoting your statements,
or no you do not. I look forward to hearing from you again.
Sincerely,
Megan Lyons
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Appendix I
Permissions
Impact of Events Scale
  

Dear  Dr.  Horowitz,    
  
I  am  writing  you  again  to  request  your  permission  to  reproduce  your  Impact  of  Events  Scale  (1979)  in  its  
entirety  in  an  appendix  of  my  doctoral  dissertation,  which  is  being  performed  at  Antioch  University  New  
England.  While  you  have  previously  given  me  permission  to  use  the  scale,  I  wanted  to  confirm  that  you  
approved  of  the  IES,  as  reproduced  in  my  dissertation,  being  included  in  its  entirety  in  the  following  locations:    
  

a.  Proquest  Dissertations  and  Theses  Database  and  that  Proquest  is  a  Print  on  Demand  
Publisher  http://www.proquest.com/products-services/pqdt.html  
b.  Ohiolink  Electronic  Theses  and  Dissertations  Center  and  that  Ohiolink  ETD  Center  is  
an  open  access  archive  https://etd.ohiolink.edu/  
c.  AURA:  Antioch  University  Repository  and  Archive  and  that  AURA  is  an  open  access  
archive.http://aura.antioch.edu/  
D.  Print    
  
For  your  information,  I  have  attached  a  copy  of  the  scale  as  it  would  appear  in  my  dissertation.  Please  let  me  
know  if  you  agree  to  have  the  scale  reproduced  as  indicated.    If  you  have  any  questions  or  concerns,  please  
feel  free  to  let  me  know.  
  
Many  thanks,    
Megan  Lyons,  M.S.  
--  
Megan Lyons, M.S.  
Doctoral Candidate  
Department of Clinical Psychology  
Antioch University New England  
  
  

  

It  is  OK  to  reproduce  the  scale  not  only  in  your  thesis  but  in  your  publications  
MH  
  
Mjhoro  
  

Mardi  Horowitz,  M.D.  
Distinguished  Professor  of  Psychiatry  
UCSF    

Posttraumatic Growth Inventory
In  Reciprocation    
There is no charge for the PTGI, and there is no charge for the reproduction of the scale for use in
research. In reciprocation, we would like you to send us a gratis copy of any manuscripts, theses,
dissertations, research reports, preprints, and publications you prepare in which our materials, or any
version of them, is used. Both L. G. Calhoun and R. G. Tedeschi can be contacted at: Department of
Psychology - UNC Charlotte - Charlotte, NC 28223 USA.

